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FOOT OPERATED RELEASE 
FOR LOWERING FRAME 


Merely place the patient on the TRANS-LIFT conductive 
sheet — from then on there’s no lifting, rolling or disturbing 
the patient. 


From Emergency, through X-Ray, Surgery, Recovery and to 
bed, the patient stays on the conductive sheet. When it is 
desirable to move the patient, just roll up the versatile Trans- 
Lift, attach the sheet to the frame. 


One tiny nurse lifts patient (up to half a ton) with hydraulic 
lever, rolls unit to wherever desired and lowers patient 
effortlessly to bed, surgery table, X-Ray table, etc. 


Thoroughly hospital tested, the Trans-Lift, like all Hausted 
hospital equipment, assures years of trouble-free service. 





Nurse places conductive sheet Trons-Lift is rolled up Conductive sheet is securely attached Hydraulic lift raises patient 
under patient Frame folds over patient to frame with airplane-type straps for transfer 


For complete details on 
Hausted Trans-Lift, 
ask your Simmons 
Contract salesman or 
Hausted representative 
for a live demonstration 
in your hospital. 





JaW\ bol OOM re pbbge)er-ye 
Solution Rooms 
latemacmepels 

a @repeobeetedeus ak-heine) ae 





re changes possible in modern hospitals, 
ars annually than the conversion to 


- seeking to cut costs while maintaining 
. have turned to Amsco for objective 


t 75% of hospital solutions are used for external 
. The baiance of course, are lifesaving 
well known by hospitals currently benefiting 
‘and equipped Solution Preparation Room 
shag Solutions... and many Parenterals 


w the cost of commercial solutions. 


this chsh approach: 


own External Solutions and many Parenterals 
Solution Preparation Room located in 
ent or Pharmacy. Critical Electrolyte 
Plastic Bags, Bottles and Sets, and 
is n Sets are purchased from AMSCO 
division of the American Sterilizer Company. 
Solutions ...depending upon AMSCO 
i their Parenterals, Disposable Sets, etc. 


sO man to discuss an OBJECTIVE, correctly- 
ram” for your hospital ? It will be based 
‘needs, available floor space and your 


y eid manufacturer of 
ha lights, and related 
hospitals 





[Advertisement] 


Can you afford 


to give away 


As hospital costs mount, it is becoming increas- 
ingly evident that the beneficiaries of hospital 
services—the patients—must assume their fair 
share of the costs incurred. For this to occur, the 
hospitals must be able to account scrupulously, 
either to the patients or to the various prepaid 
hospital plans, for all services and medication. 


Old-style injections too complicated 


Because accounting and billing for medication 
withdrawn from multidose vials has been so diffi- 
cult and time consuming, many hospitals have 
virtually been forced to write off the cost of 
common injectables or, at best, to estimate them. 
Yet it is clear that few hospitals can afford to give 
away medication or to rely on estimates, which 
are often unacceptable by the prepaid plans. 


TUBEX lets you charge fairly 


The Tupex system provides individual, unitized 
doses of medication in tamper-proof cartridge 
form. It’s an easy matter to keep track of medica- 
tion dispensed and administered. You know just 
what each patient received, and precisely how 


medication ? 


much. And you can charge accordingly, with 
unassailable fairness. 


The need to charge accurately and as completely 
as possible is being met by the TuBEX system in 
more and more hospitals across the nation. Typical 
of the accolades the system has won is the follow- 
ing, excerpted from The Bulletin of the Parenteral 
Drug Association: 


The charge made to the patient should include all 
services rendered. When most of these services are 
built into the product by the supplier—guaranteed 
identified contents and dosage, guaranteed sterility, 
plus simplified record keeping and control—and in- 
cluded in a single purchase price paid to the supplier, 
there is no problem in justifying the charge to the 
patient. It is a charge that can easily be backed up by 
records, and it does not strain the credulity of any 
investigator.—Crohn, L.B.: The Bulletin of the Paren- 
teral Drug Association, p. 23, March-April, 1960. 


If you want to learn more 


Your Wyeth Territory Manager will be glad to 
give you all the details about the TuBEx system. 
Or, write to Wyeth Laboratories, P.O. Box 8299, 
Philadelphia 1, Pa. 
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yacuator siz 


The improved Sklar Electric Evacuator meets ” on, intestinal decompression, thoracic drain- 
d for continuous, ee ee EE age, prostatectomy, gastric lavage, fistula drain- 

e. It may be regulated to meet the individual 7 \\ age, and bladder irrigation. The versatility of 
patient's requirements; thus, assuring maxi- / IK 1 A f)) this new model eliminates the need for highly 


mum comfort and highly satisfactory clinical \\ puccieah specialized equipment. No maintenance or 
results. The Sklar Electric Evacuator is designed \ wy Y// ubrication required — guaranteed for two years. 


specifically for finely controlled, continuous suc- === Available through Sklar Surgical Supply Distributors. 
tion and pressure in such procedures as: stomach Send for descriptive literature and specifications. 


J. Sklar Manufacturing Co., 38-04 Woodside Avenue, Long Island City 4, New York 
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CAN INCREASE 

ATIENT SAFETY IN YOUR 
ITAL WITH THIS NEW 
H-FILTRATION MASK 





HERE ARE THE 


FACTS ON THE 


NEW SCOTCH SURGICAL MASK 


BRAND 


HOW DOES THE “SCOTCH” BRAND SURGICAL 
MASK COMPARE IN FILTERING EFFICIENCY WITH 
GAUZE MASKS? 

In hundreds of controlled comparative tests (utiliz- 
ing both in-use and mechanical sampling methods 
... both new and used masks... both brief and 
sustained testing periods) the “SCOTCH” Surgical 
Mask averaged up to 35 times more effective than 
gauze in filtering out airborne bacteria. 


TYPICAL TEST RESULT: (masked subjects, 2 min- 
ute test period) 


of average of only 3 colonies. “SCOTCH” Surgical Mask 


1 “SCOTCH” SURGICAL MASK. Test shows development 
® removed average of 99.4% of airborne organisms. 


oped. Test series indicated gauze mask removed av- 


? STANDARD GAUZE MASK. Average of 105 colonies devel- 
® erage of only 76.4%. of organisms. 


for two minutes to unmasked subjects. Average growth 


3 NO MASK. As a control, series of plates were exposed 
= was 445 colonies. 


WHY IS THE DESIGN AND CONSTRUCTION OF 
THE “SCOTCH” SURGICAL MASK SO EFFICIENT? 


The “SCOTCH” Surgical Mask is molded of a new 
stabilized-porosity synthetic fabric with an unusu- 
ally high filtration capacity. Unlike soft, woven 
fabrics such as gauze, its built-in porosity is perma- 
nent. There is little or no variation from mask to 
mask and no radical loss of efficiency due to com- 
pression, matting, or wetting during use. 


HOW DOES THE CONTOURED SHAPE OF THE 
MASK INCREASE ITS FILTERING EFFICIENCY? 


Because it is held away from the mouth and nos- 
trils, virtually the entire inner surface of the 
“SCOTCH” Surgical Mask acts as a filter. Exhaled 
moisture droplets are not propelled through a small 
area, but are dissipated at low velocity within the 
mask. 


MUST THE “SCOTCH” SURGICAL MASK BE 
CHANGED DURING PROLONGED PROCEDURES? 


Rarely. Whereas gauze masks rapidly lose efficiency 
due to wetting and must be changed frequently, the 
“SCOTCH” Surgical Mask shows little or no drop- 
off in filtering effectiveness in extended use. 


HOW IS LEAKAGE AROUND THE MASK EDGES 
CONTROLLED? 


The adjustable nose piece, contour shape and elas- 
tic band of the “SCOTCH” Surgical Mask provide 
a close fit that minimizes air leakage. Fogging of 
glasses is almost totally eliminated. 


DOES THE MASK’S HIGH FILTRATION MAKE 
BREATHING DIFFICULT? 


Not at all. Because of its large effective filtering 
area, breathing is actually easy. There is no sig- 
nificant CO, build-up within the mask. Speech is 
not muffled. 


WHAT ABOUT COMFORT? 


The “SCOTCH” Surgical Mask has been called “the 
most comfortable yet.” It is lightweight (9 masks 
weigh only one ounce). Measured skin tempera- 
tures have proved 1° cooler than inside gauze 
masks. Vision is not obstructed. Elastic band holds 
mask in correct position without slipping or bind- 
ing. There are no strings to tie or adjust. 
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Enthusiastically accepted. The “SCOTCH” Surgical Mask shown in use in a leading midwestern hospital —one of the many 
institutions that have already standardized on this high-filtration disposable mask. 


IS THE “SCOTCH” SURGICAL MASK EXPENSIVE 
TO USE? 

No. An independent six-month cost study at a lead- 
ing hospital showed virtually identical over-all costs 
whether the “SCOTCH” Surgical Mask or gauze 
masks were used. “SCOTCH” Surgical Masks cost 
approximately 9 cents each at quantity prices... 
eliminate all inspection, laundry and re-steriliza- 
tion costs. 

CAN THE MASK BE AUTOCLAVED? 

Yes. While this mask is designed and priced to be 
fully disposable, it may be steam autoclaved with 
no loss of filtering efficiency. 

HOW CAN YOU TRY THE “SCOTCH” SURGICAL 
MASK IN YOUR HOSPITAL? 

Your surgical supply dealer can fill your trial order 
promptly—box of 50 masks, only $6.00; case of 10 


boxes, $54.00t. Or, for free samples and additional 
literature, contact your 3M Sales Representative 
or write to 3M Company, Dept.NAJ-41, 900 Bush 
Avenue, St. Paul 6, Minnesota. 


G.U. $. Pat. OFF. 


SCOTCH 
SURGICAL 
MASK 


NO. 8300 


MINNESOTA MINING AND MANUFACTURING COMPANY 
ee WHERE RESEARCH IS THE KEY TO TOMORROW 


® PATENT PENDING 


“SCOTCH” is a registered trademark of 3M Co. 
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Do you know 


re truth 





about 


onductive 


as ? 


Conductive Flooring 


alone cannot prevent fire 
and explosion. 
The sad fact is tragedy 
may strike even in Operating 

Rooms, Laboratories and 

other sensitive areas 

“protected” by such floors. 

On-the-spot investigation 

invariably reveals that the 

fault lies not with the 

construction of the floor itself — 

but with improper maintenance. 

Dirt, fatty soaps and most 

waxes insulate the conductive 

surface, pushing resistance 

readings sky-high. 


Why risk it? 


LEADING MANUFACTURERS OF 
CONDUCTIVE FLOORS 
SPECIFY LEGGE 
MAINTENANCE EXCLUSIVELY 


Congoleum-Nairn, Hubbellite and other makers of 
Conductive Flooring recommend LEGGE maintenance 
materials and methods for all hospital and industrial 
installations, LEGGE Polishes and Cleaners retain con- 
ductivity. Your LEGGE representative has been schooled 
by the firm that has crusaded for Conductive Safety 
for a quarter-century. Under his guidance, your 
porters learn the complexities of electrostatic hazards. 
He’ll map out a daily program of upkeep; take frequent 
resistance readings; keep your floors func- 

"Hey, tioning safely within the prescribed limits 

sf of NFPA and other Codes. 

+ LE GUE : t om 
2 ropranhon 5 Want eye-opening facts? Clip coupon for 
our Free booklet, “One Little Spark”. 





Walter G. LEGGE cc ag Inc. 
Dept. H-4, 101 Park Ave., New York 17, N. Y. 
Branch offices in principal cities. 

In Toronto—J. W. Turner Co. 


Send your Free booklet, “One Little Spark’, to 











Nome____ 
Hospital 


Address_ 





City. - Zone State 





FO ee ee es eS ee Oe 


8 





hospital association meetings 


Sept. 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1961 


25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 
MEETING AND INSTITUTE 
CALENDAR 


THROUGH SEPTEMBER 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


16-20 


17-18 
19-21 


19-21 
19-21 


23-28 


23-28 


24-25 


24-27 


24-27 


24-28 


24-28 


25-28 
26-27 


26-28 


APRIL 


Annual Conference of Blue Shield-Blue Cross Plans, Chicago 
(Edgewater Beach Hotel) 

Credits and Collections, Detroit (Sheraton-Cadillac Hotel) 
Quebec Hospital Association, Montreal (Queen Elizabeth 
Hotel) 

Hospital Librarianship, Chicago (AHA Headquarters) 
Southeastern Hospital Conference, Memphis (Municipal Au- 
ditorium) 

American Pharmaceutical Association, Chicago (Hotel Sher- 
man) 

American Society of Hospital Pharmacists, Chicago (Hotel 
Sherman) 

National Association of Boards of Pharmacy, Chicago (Hotel 
Sherman) 

Association of Western Hospitals, San Francisco (Civic Audi- 
torium) 

Nursing Inservice Programs, New York City (Sheraton- 
Atlantic Hotel) 

Medical Record Librarians, on Principles of Medical Record 
Management (Advanced), Chicago (AHA Headquarters) 
National Association for Practical Nurse Education and 
Service, Detroit (Statler Hilton Hotel) 

Hospital Engineering, Dallas, Tex. (Adolphus Hotel) 

Iowa Hospital Association, Des Moines (Fort Des Moines 
Hotel) 

Midwest Hospital Association, Kansas City (Municipal Audi- 
torium and President Hotel) 


MAY 


Tri-State Hospital Assembly, Chicago (Palmer House) 
National Geriatrics Society, San Francisco (St. Francis Hotel) 
Association of University Programs in Hospital Administra- 
tion, San Antonio, Tex. (Brooke Army Medical Center, Fort 
Sam Houston) 

Hospital Organization, New York City (Sheraton-Atlantic 
Hotel) 

National Red Cross Convention, Cincinnati 


-12 American College of Physicians, Bal Harbour, Miami Beach 


(Americana Hotel) 

American Psychiatric Association, Chicago (Morrison Hotel 
Auditorium) 

Nursing Home Administration, Omaha, Nebr. (Sheraton-Fon- 
tenelle Hotel) 


Upper Midwest Hospital Conference, St. Paul (Auditorium) 
Massachusetts Hospital Assembly, Boston (Statler Hotel) 


Texas Hospital Association, Dallas (Memorial Auditorium) 
Hospital Dental Service (Basic), Boston (Somerset Hotel) 
Occupational Therapists, Washington, D.C. (Willard Hotel) 
Hospital Association of New York State, Atlantic City, NJ. 
(Convention Hall) 


(Continued on page 10) 
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NEW PILLOW SPEAKER 

WITH REMOTE CONTROLS PUTS 
SERVICE...SECURITY...ENTERTAINMENT 
AT PATIENT’S FINGERTIPS 


Executone’s advanced engineering—and thorough 
knowledge of hospital problems—has produced 

this remarkable multi-purpose pillow speaker. The 
new unit is an audio-visual nurse-call cord set... 
a high-quality sound reproducer . . . radio station 
and TV channel selector . . . and volume control— 
all in one. Check these unique features: 


@ Eliminates the expense and clutter of individual radios. Brings 
entertainment from one central source. Patient may choose any one of 
five channels of AM or FM broadcasts, recorded music, chapel services, etc. 


@ Separate TV control provides simplest possible channel selection. 
@ Reception is clear, uniform, static-free. Patients in adjoining beds are 


free to choose radio or TV programs independently, without interference. 
Patients who prefer to sleep or read are not bothered. 


@ Nurse call button—and selector buttons—have durable palladium 
contacts of special design, for utmost reliability. 


@ Sturdy housing has high resistance to shock and moisture; can be 
quickly sterilized. 

@ All patient-nurse conversations utilize the separate wall station, to 
assure clear uninterrupted voice communication at all times. This 
ultra-sensitive unit can monitor even the faintest sounds in a patient’s 
room... can’t be fouled or disengaged. 

@ Foolproof volume control affects only entertainment; does not alter 
patient-nurse communication level. 

@ Bed clamp cannot be removed or lost... 
@ Entire cord-set is instantly removable . . . can be freely interchanged 
with other specialized Executone cord-sets (geriatric, explosion-proof, 
etc.) If the plug is accidentally pulled out, nursing personnel is 
automatically summoned. 


@ Wall station lights assure patient of proper call registration and 
maintenance of his privacy. 


will not stain or damage linens. 


ADVANCED EXECUTONE SYSTEMS FOR NEW AND EXISTING HOSPITALS 


Audio-Visual 
Nurse Call Systems 


Administrative 
Communications 


Sound Distribution 


Doctor’s Register 
and Paging Systems 


and Message Center Systems 


fcitone 


COMMUNICATION and SOUND SYSTEMS 
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For detailed information, write to: 
Executone, Inc., 415 Lexington Avenue, Dept. A-10, New York 17, N. Y. 


Name 





Hospital 





Address City 





in Canada: 331 Bartlett Ave., Toronto 





17-19 Middle Atlantic Hospital Assembly, Atlantic City, N.J. (Con- 
vention Hall) 

17-19 New Mexico Hospital Association, Albuquerque (Western 
Skies Hotel) 

22-25 Evening and Night Nursing Service, Detroit (Pick-Fort Shelby 
Hotel) 

22-26 Shared Dietitian and Dietary Consultant, Chicago (AHA 
Headquarters) 

23-24 Credits and Collections, Atlanta (Henry Grady Hotel) 

24-26 Tennessee Hospital Associction, Gatlinburg (Riverside Hotel) 

29-31 Arkansas Hospital Association, Hot Springs (Arlington Hotel) 


JUNE 


New Hampshire Hospital Association, Newcastle (Went- 

worth-by-the-Sea) 

Hospital Purchasing (Advanced), Chicago (AHA Headquar- 

ters) 

Maritime Hospital Association, Halifax, N.S. (Nova Scotian 

Hotel) 

International Hospital Federation, 12th International Hospital 

Congress, Venice, Italy 

Maine Hospital Association, Rockland (Samoset Hotel) 

Patterns and Principles for Auxiliary Leaders, Washington, 

- D.C. (Willard Hotel) 

DO i . American Society of Medical Technologists, Seattle (Olympic 

: Hotel) 

Save on Price! Nursing Service Supervision, Chicago (AHA Headquarters) 

4 Catholic Hospital Association, Detroit (Cobo Hall) 

BUY y E Connecticut Hospital Association, Berlin (Connecticut Light 
; : and Power Co.) 


Save on Quality! 


Michigan Hospital Association, Grand Rapids (Hotel Pant- 
V:va4 Xs lind) 
° Administrators’ Secretaries, Chicago (AHA Headquarters) 
Surgical Hospital Pharmacy (General), Albany, N.Y. (Sienna College) 
> North Carolina Hospital Association, Asheville (Grove Park 
Dressings Inn) 
International Convention of X-ray Technicians, Montreal 
(Queen Elizabeth Hotel) 
American Medical Association, New York City (Coliseum) 
Executive Development of Departmental Directors, Chicago 
(AHA Headquarters) 
Comité des Hopitaux du Québec, Montreal (Show Mart) 
Supervision, Little Rock (University of Arkansas Medical 
Center) 


JULY 


2-7 American Physical Therapy Association, Chicago (Palmer 
House) 
12-14 Mississippi Hospital Association, Biloxi (Buena Vista Hotel) 
16-21 19th Annual Institute of the American Association of Hos- 
pital Accountants, Indiana University, Bloomington 
31-Aug. 4 Hospital Purchasing (Advanced), Kansas City (Bellerive 
Hotel) 





AUGUST 


7-11 Hospital Pharmacy, San Francisco (Guy S. Millberry Union, 
University of California) 
29-30 Credits and Collections, Portland (Hotel Benson) 


SEPTEMBER 
7-8 Montana Hospital Association, East Glacier Park (East 
Glacier Hotel) 
11-15 Hospital Engineering, Washington, D.C. (Willard Hotel) 
11-15 Central Service Administration, Chicago (AHA Headquarters) 


available upon request < 7 5 
, 23 American Association of Hospital Consultants, Atlantic City 
~ (Shelburne Hotel) 
23-25 American College of Hospital Administrators, Atlantic City 


(Convention Hall) 


AL RAX 25-28 American Association of Nurse Anesthetists, Atlantic City 
COTTON PRODUCTS CO., INC (Convention Hall) 
“oe ee N 29-Oct. 8 American Society of Clinical Pathologists, Seattle (Olym- 


pic Hotel) 


Complete catalog 


TH AVENUE NEW yYyorr« 16 Y 
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the nutritional 
approach to 
weight control 


METRECA 


ETARY FOR WEIGHT CONTROL 


AN 


Metrecal is a special dietary product 
which provides in the 900-calorie daily 
diet a blend of protein (70 Gm.), carbo- 
hydrates (110 Gm.), and fat (20 Gm.— 
2/3 unsaturated) with added essential 
vitamins and minerals which meet or 
exceed established Minimum Daily Re- 


quirements. 


Metrecal offers precise caloric regula- 
tion for weight-control schedules. It is 
most effective when employed as the sole 
source of food in reducing programs. 
As a foundation for more liberal diets, 
Metrecal has the flexibility to provide an 
effective program during which atten- 
tion can be given to the development of 
prudent diet habits. 


The simplicity of diet instructions en- 
hances cooperation and accomplishment, 
yet helps assure nutritional adequacy 
during this period. 


Extensive clinical studies under medical 
supervision have demonstrated the ef- 
fectiveness and safety of Metrecal. 


Available in powder and liquid 
in a variety of flavors 


Edward Dalton Co. 


A O'vision oF 
MEAD JOHNSON & COMPANY 


EVANSVILLE 12. INDIANA 


Quality products from nutritional research 





Amerwan’s Dyna Pak 
Laundry Press ts thé... 


fastest? 


What head action! In closing, the initial movement, 
smooth snubbing and full pressure are combined in 
one fast, continuous sequence. Return from pressure 
through snubbing to full open is just the same. This 
means production like you’ve never known. 


acy 


St. James Hospital, Chicago Heights, Ill., reports their 
DYNA-PAK Presses are very fast, deliver maximum 
pressure, and have exceptional heat transfer. 


easiest to maintain’ 


DYNA-PAK is a maintenance engineer’s dream! No 
toggles, cams, levers or pivots to lubricate, adjust or 
replace. Only three mechanical operating elements 
(Yoke, Head-Closing Cylinder, Sealed Power Unit) , 
and up to 400 fewer parts than any other laundry 
press you can buy. 


These DYNA-PAK Presses at Henry Heywood Mem- 
orial Hospital, Gardner, Mass., are designed with a min- 
imum number of working = that make maintenance 


easy and eliminate costly down time. 


smoothest £ 


DYNA-PAK gives the smoothest operation ever. And 
it’s quiet too! No noisy slamming or jarring, no loud, 
disturbing exhaust. DYNA-PAK is a real pleasure to 
work on. 


This smooth-operating, high-speed DYNA-PAK Press 
(left) produces an excellent quality finish on all types of 
work at Latter Day Saints Hospital, Logan, Utah. 


most productive’ 


DYNA-PAK outproduces them all! No other laun- 
dry press has such instant response, such smooth, 
quiet, shock-free action. The high-speed DYNA- 
PAK helps operators make more money for them- 
selves and for you. 


DYNA-PAK Presses get the work out faster, writes 
St. Mary’s Hospital, Grand Rapids, Mich. Also, op- 
erators are happy with ease of operation and superior 
quality of week. 
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eastest to maintain e 
most productive « 
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easiest to used 


DYNA-PAK’S convenient, finger-touch push but- 
tons instantly initiate the fast, smooth application 
of high, uniform pressure. No adjustments are ever 
necessary as hydraulic cylinder of Sealed Power Unit 
and unique “floating” head automatically compen- 
sate for different thicknesses of garments and varying 


conditions of padding on the buck. B) 


you get more from 
merican 


AMERICAN LAUNDRY MACHINERY INDUSTRIES CINCINNATI 12, OHIO 
SS SSB SSS SSS SSS SSS eeeeaennaggagng 
AMERICAN LAUNDRY MACHINERY INDUSTRIES ALM-798 

CINCINNATI 12, OHIO 

Please send me illustrated Catalog AK 230-002 showing various models of 
DYNA-PAK Presses. 
NAME 
eae 
STREET 
CITY err ZONE STATES. 














At Northside Hospital, Youngstown, Ohio, easy-to-use 
DYNA-PAK Press (left) enables operator to produce 


fine-quality work with a minimum of time and effort. 
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This is Encore—the Howell contract lounge seating line. Write for free catalog and specifications. 


What Howell does for waiting. . «we do this; we make that wait 


ing time count. Every moment a visitor spends in your reception room or lounge, these handsome furn- 
ishings communicate their silent message of good taste and good sense. So do frames of satin chrome or 
Bronztone steel and upholstery of durable Naugahyde in a wide variety of colors. Table and chair units 
can clamp together for modular arrangement. And other, more subtle essentials—welt edges to protect up- 
holstery, self-leveling feet to protect floors, and extended back legs to protect walls—all make the Howell 


contract line easy to do business with. @ M () | | - LL 


modern metal institutional furniture 
428 South First Street - St. Charles, Illinois 
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A.C.MAL STERILE 
DISPOSABLE 7 


i 
Te ae 
CB NN 
0 OO a etm ‘s 
URETERAL oN 
i i 
I 4 4 
H La 2 4% 
s! q! oe 


For the patient: Freedom from iiatiske facta. 


For the hospital: Freedom from catheter-handling drudgery. 





A.C.M.1. Sterile Packaged Ureteral Catheters, 
fo[-.-15-4al-1o Mm Colm ol-MEUI1-1o Mo) alol-te-lale im dal-1a 
discarded, protect the patient from catheter- / 
borne infection, and relieve nurses and 
hospital personnel of time-consuming 
washing, rinsing, sterilizing and 
maintenance of catheters in sterile storage. 
Other advantages: 


e@ Ready for instant use 
e Smooth, highly polished surface 


e High flow rate through large, | \ 
smooth Jumen 
e@ Eye openings smoothly finished 





e X-ray graduations clearly marked 
e@ Animal tested 


Sealed sleeve easily opened 
by peeling back tabs 
Supplied in half-gross cartons. without touching catheter. 


American (ystoscope Makers, Ine. 


8 Pelham Parkway, Pelham Manor (Pelham), N.Y. 





Catalogue Nos. 


i it 2001 SP — Whistle Tip me APS 
wy 2003 SP — Olive Tip ance ace 


—_ 7 2005 SP — Round Tip 
4 4 Sizes: 4 to 10 Fr. 
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LEDERLE... THE LEADER IN THE FIELD OF 


VIRAL-RICKETTSIAL DIAGNOSTICS 


Diagnostic antigens produced by Lederle under 
exacting quality control standards for depend- 
able complement-fixation tests. 

Equine Encephalomyelitis (Eastern) Antigen 
Equine Encephalomyelitis (Western) Antigen 
Influenza Virus (Type A—PR 8 Strain) Antigen 
Influenza Virus (Type A—FM | Strain) Antigen 
Influenza Virus (Type B—Lee Strain) Antigen 
Lymphocytic Choriomeningitis Antigen 
(Soluble Type) 

Mumps Antigen (Viral Type) 

Proteus OX19 Antigen 

Psittacosis Antigen (Soluble Type) 

Q Fever (American Strain—Nine Mile) Antigen 
Rickettsialpox Antigen (Soluble Type) 

Rocky Mountain Spotted Fever Antigen 
(Soluble Type) 

St. Louis Encephalitis Antigen 

LEDERLE—FOR AWIDE RANGE OF DIAGNOSTIC 
ANTIGENS ...MEDIA...SERUMS... EXTRACTS 
»-»»- FOR LABORATORY AND CLINIC 


Now available—“DIAGNOSTIC AGENTS for 
Laboratory and Clinical Use”. New 64-page book- 
let describes Lederle diagnostic products in detail 
with step-by-step explanation of technics. Send 
for your free copy today. 


For further information contact the Lederle Repre- 
sentative through your hospital pharmacy or write: 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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P REPORT OUTLINES RESOURCES AND 
NEEDS IN MENTAL HEALTH CARE—Action 
for Mental Health, the final report 
of the Joint Commission on Mental 
Illness and Health, was made pub- 
lic March 24. 

The 100,000-word report makes 
recommendations for a national 
mental health program that would, 
if enacted by federal and state 
governments, remedy the present 
status of public care for persons 
with mental illness. 

Included in its recommendations 
are: 

1. No state mental hospitals of 
more than 1000 beds should be 
built in the future. 

2. Not one patient should be 
added to any existing mental hos- 
pital of more than 1000 beds. 

3. No community general hospi- 
tals should be complete unless it 
provides a psychiatric unit for 
short-term hospitalization of men- 
tal patients 

Other recommendations deal 
with policy, recruitment and train- 
ing, services to mentally troubled 
person, acutely ill mental patients 
and chronic mental patients, and 
after-care, intermediate care and 
rehabilitation services. The report 
also makes a unique proposal for 
the financing of public mental 
health care. 

The result of a five-year study 
authorized by the Mental Health 
Study Act of 1955 and costing $1.5 
million, the report states that the 
need for adequate facilities for 
humane, healing treatment of the 
mentally ill is still unmet, despite 
large gains in the last ten years. In 
arriving at its final recommenda- 
tions and a formula for improving 
mental health care the commission 
covered a wide range of problems 
and uncovered many commonly 
existing misconceptions about 
mental illness. It points out, for 
example, that despite increased 
amounts of money spent for men- 
tal health, only 20 per cent of 277 
state mental hospitals have par- 
ticipated in innovations designed 
to make them therapeutic, as con- 
trasted to custodial, institutions. 
(Details p. 184) 
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digest of NEWS 








pREPORT FROM WASHINGTON—A 
three-month wrap-up of Congress’ 
1961 legislative session thus far 
reflects some significant actions in 
the health field. 

@ Hospital workers are defi- 
nitely out of minimum wage pro- 
posals this year. Both proprietary 
and nonprofit hospital employees 
were eliminated as a point of dif- 
ference between Senate and House 
when a revised Administration bill 
(S.1457) was introduced March 
28. The new bill, scheduled for con- 
sideration April 12 or 13, matches 
Senate-passed H.R.3935 on this 
point. 

@ President Kennedy’s request 
for more funds for the housing- 
for-the-elderly loan program had 
been incorporated into bill form. 
In line with the. President’s re- 
quests, it proposes a $50 million 
increase in authorization for direct 
loans, and asks that public bodies, 
as well as private nonprofit groups, 
be made eligible for loans. 


@® Legislation for extension of 
the practical nurse training pro- 
gram was approaching passage. 
Similar to the bill passed by the 
Senate (S.278), the proposed leg- 
islation would extend the program 
for four years. 

@ The House health subcommit- 
tee held special hearings during 
the latter part of March on the 
comparative effectiveness of the 
“live” vs. “killed” polio vaccines. 
Testimony was given by both Jonas 
Salk, M.D., developer of the 
“killed” virus injection and Albert 
Sabin, M.D., protagonist for an 
“oral” vaccine. Both agreed that a 
vaccine campaign must continue. 
(Details p. 182) 


} PEACE CORPS PLANS TO FIGHT MA- 
LARIA—As the proposed Peace 


Corps program takes shape in 
Washington, the prospectus for its 
activities includes fighting malaria 
and working in other health cam- 
paigns as one of the five initial 
major projects. A March report to 
President John F. Kennedy from 
Peace Corps Director Sargent 
Shriver Jr. calls the world-wide 


malaria eradication program an 
“important contribution to eco- 
nomic development. The loss of 
productivity and social energy in 
malaria-infected areas causes a 
serious slowdown in progress. The 
United Nations-sponsored cam- 
paign to eradicate malaria needs a 
large number of workers, many of 
whom would not need to be col- 
lege graduates. Similarly, along 
with doctors and nurses, personnel 
are needed for work in inoculation 
campaigns against typhoid, small- 
pox and tetanus and in water sani- 
tation programs.” 

The Peace Corps volunteer ques- 
tionnaire has now been made pub- 
lic. In the section on degree of 
skill with tools and equipment, it 
includes nursing equipment, chem- 
ical laboratory equipment and bio- 
logical laboratory equipment. In 
the section on training and educa- 
tion in fields of study, it includes 
chemistry, other physical sciences, 
nursing, medicine, sanitation or 
sanitary engineering, “other health 
fields” and biological sciences not 
otherwise specified. 


> MICHIGAN BLUE CROSS-BLUE SHIELD 
AWAITS HIGH COURT DECISION—M ichi- 
gan’s Insurance Commissioner 
Frank Blackford has delayed his 
decision on a rate increase for 
Michigan Hospital Service (Blue 
Cross-Blue Shield) until the Su- 
preme Court in Michigan deter- 
mines whether formal hearings 
must be held. Blue Cross has re- 
quested a 22 per cent increase in 
rates and Blue Shield has asked 
for an 11.5 per cent hike. 

The commissioner’s decision on 
the increases was blocked late last 
month when two _ Detroit-area 
United Auto Workers union officials 
protested on grounds that without 
formal records of the hearings they 
could not appeal an eventual de- 
cision to a higher authority. State 
Attorney General Paul L. Adams 
declared that the law gave Com- 
missioner Blackford the right to 
proceed. In a brief presented to the 
court he declared that the union 
officials had no right to seek a for- 
mal administrative hearing. 
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Blue Cross-Blue Shield attor- 
neys contended that each month 
without the requested increases 
costs the groups $3.5 million. The 
commissioner said that he would 
announce his decision as soon as 
possible after the court makes its 
ruling. 


> SOUTHERN CALIFORNIA COUNCIL 
ADOPTS PRINCIPLES FOR PLANNING— 
The board of directors of the Hos- 
pital Council of Southern Califor- 
nia has adopted “Principles for 


Planning Hospital Service,” a set 
of principles designed as a frame- 
work for a coordinated community 
hospital service. 

The principles are an outgrowth 
of a study and recommendations 
made by the Hospital Council’s 
Research and Planning Committee 
which recognized the haphazard 
growth of hospitals in Southern 
California and the need for a re- 
gional plan. The principles provide 
a basis for forming voluntary 
agencies which must actually con- 





BREAKTHROUGH 


in cleansers 
for surgical instruments and glassware! 


exe, eiare 


e SUPER MILD .. . new low pH 
of 8.0. Kinder to hands, skin and 
delicate instruments. 


e DISSOLVES 40% FASTER 

. . even in hardest water. 

Leaves equipment clean, film- 
free, streakless. 


e NEW CLEANING EFFI- 
CIENCY ... has super wetting 
efficiency double that of ordinary 
cleansers. 


e SAFE FOR DELICATE 
INSTRUMENTS .. . won't 
tarnish, pit or corrode surgical 
instruments, rubber, glassware. 

e GREATER ECONOMY... 
costs less per gallon of solution. 
This is what counts, not cost 
per pound! 








MAIL THIS COUPON TODAY! 


FREE TEST 
SAMPLE! 


Compare new SUPER 
Name 


TO: S. M. Edison Chemical Company, Inc. 

2710 South Parkway, Chicago 16, Illinois 
Please send free 3-0z. package (makes 12 gallons) Test Sam- 
ple of new SUPER EDISONITE for my personal evaluation. 


Position 
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cleanser you're now using. 


Mail coupon for free 3-o0z. Address 
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sider the hospital needs of the 
metropolitan area, advise in the 
development of the regional plan 
and coordinate planning activities 
with government agencies. (De- 
tails p. 185) 


> PuBLic MENTAL INSTITUTION EXPENDI- 
TURES REPORTED BY APA—Long-term 
public mental institutions spent a 
total of $1.26 billion in 1959 on 
such principal items as personnel, 
medical supplies, drugs, furniture 
and clothing, the American Psy- 
chiatric Association has reported. 
The data were released in the “Re- 
port on Annual Expenditures Made 
by Public Mental Hospitals and In- 
stitutions for the Retarded,” a 
compilation of material gathered 
from 311 institutions, including 41 
Veterans Administration neuropsy- 
chiatric hospitals. It includes a 
state-by-state breakdown of how 
much money these _ institutions 
spend and in what areas they spend 
it. It cites capital expenditures and 
estimates of planned expenditures 
for a period of five years. (Details 
p. 185) 


> WESTERN PENNSYLVANIA COUNCIL 
LAUNCHES INFORMATION PROGRAM— 
Establishment of a public infor- 
mation program has been an- 
nounced by the Hospital Council of 
Western Pennsylvania. Initially, 
the program will concentrate on 
the need of the public and hospitals 
for a more orderly system of fi- 
nancing hospital care, including 
more systematic community parti- 
cipation. 

The three-part program, it was 
announced, will work toward: (1) 
Improving public information ac- 
tivities in member hospitals; (2) 
establishment of a central voice 
for informing communications 
media and community leaders 
about hospitals in general, and (3) 
telling hospital officials about the 
characteristics, problems and view- 
points of the public they serve. 

David T. Riddell, who will head 
the new program, has served as 
public relations and public infor- 
mation specialist at the Perth Am- 
boy and Saint Barnabas hospitals 
in New Jersey, and before that was 
associated with the American Hos- 
pital Association in various capa- 
cities, including that of managing 
editor of HOSPITALS, J.A.H.A. a 


HOSPITALS, J.A.H.A. 





More DEcorR plates get past this breakage point than any other make. That’s why 
DECOR makes your budget look better. It is designed expressly for mass feeding. 
It has no glaze to wear off. Its hard and nonporous structure won’t crack. It’s 


less likely to chip or stain. Check your breakage costs against this chart and 


then call your DECOR dealer. Or write to Department HO-41, Corning, N. Y. 


DECOR = 
PERCENTAGE OF BREAKAGE CHINA Samm 


CORNING DINNERWARE 








ULTRAMODERN | 
TOO, CHOOSES PENTOTHAL 


Yesterday, here stood only waisthigh grasses of a 
trackless savanna. Today, skyscraper pinnacles 
thrust upward in one of the world’s most advanced 


concepts of city planning. 


Near Brasilia’s heart is placed one of its proudest 
elements, a magnificent hospital center. Here, as you 
would expect, Pentothal is an anesthetic of choice. The reasons are the 


same that have made it a favorite in 75 other lands: 


Ease and rapidity of induction. 

Absence of delirium (Stage II of anesthesia). 

Rapid emergence from unconsciousness. 

Relative freedom from postoperative nausea, vomiting. 
Relative absence from respiratory irritability. 

Ability to rapidly increase narcosis. 


Freedom from fire and explosion hazard. 


These same reasons can make Pentothal equally useful to you and your 
own hospital. Your Abbott representative will be glad to supply full 


details on this product. 


PENTOTHAL sodium 


(Thiopental Sodium, Abbott) 


assorTT 


Over 3200 world reports attest to the efficacy of PENTOTHAL 


BRASILIA (opposite page), by South 
America’s Juan Carlos Colevatti, is avail- 
able in wide margins for framing. Write 
Professional Services, Abbott Laborato- 
ries, North Chicago, Illinois. 
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ABBOTT SETS 
ARE BUILT 
TO TAKE IT 


Abbott Blood Administration Sets are built to stand up under 
punishment. Heavy-duty construction is used everywhere. 
Tough, heavy-gauge polyvinyl is specified for 

chamber housing. The fused joints test ev 
ee seein: sien The piercing connul is 1 








Abbott sets are built to Shep running 
tough, too. While almost any set can transfuse fresh 
real test comes in handling stored blood, with its 
fibrin content. Here's where Abbott’s exclusive ff 
pays off. The mesh—over four square inches—is m 


phone! metal, whose hard, uniform strands afford a 







extra-length Blood Administration Sets. 78 full inches give 
you ample reach at bedside or surgery. 








Remember, too, the helpful variety of styles available 






from Abbott: primary, secondary, Y-type, 






controlled volume, and inline blood pump 
administration sets. Your Abbott man will ABBOTT 
gladly demonstrate. See him soon. 
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sawvice ftom headquarters 


Physician specialist contracts 


We are about to set up a new con- 
tract for radiology services in our hos- 
pital and would like advice on what 
specific provisions this contract should 
contain, 


It is not considered in the best 
interests for a national organiza- 
tion such as the American Hospi- 
tal Association to promulgate strict 
stipulations in negotiating with 
physician specialists. The reason 
for this is that the average fee and 
many other facets vary so much 
across the country that it would 
be not only impossible, but not 
feasible, for us to do so. 

Many institutions have found an 
American Hospital Association 
publication, Statement on Hospi- 
tal and Physician Relationships in 
Anesthesiology, Pathology, Physi- 
cal Medicine, and Radiology (1960. 
10 pp. 25 cents; $1 minimum order), 
very useful in negotiating with 
physician specialists. In such ne- 
gotiations, it is strongly suggested 
that the services of the hospital’s 
attorney be utilized. 

—J. R. ANDERSON, M.D. 


Safe linen handling 


What are considered safe handling 
procedures for soiled linen from the 
time it leaves the bedside until it en- 
ters the washer? From an infection 
control standpoint, is it safe to throw 
loose laundry down a laundry chute? 


The question of whefher it is 
ever advisable to throw loose laun- 
dry down a laundry chute is a 
controversial one. Many hospitals 
are adopting the practice of plac- 
ing all soiled linen in a laundry 
bag before it is dropped down the 
chute. This has several advantages 
from a sanitation and cross-infec- 
tion standpoint, because it is al- 
ways possible that soil on the linen 
might adhere to the inside of the 
chute. Thus, bagging the soiled 
linen would decrease the need for 
cleaning the chute periodically. 

Many hospitals follow the prac- 
tice of sorting linen taken from 
infectious patients, while some 
hospitals make no attempt to sort 
The answers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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linen from patient areas, simply 
dumping the entire load from each 
laundry bag into the wash wheel. 
It is usually considered good prac- 
tice to leave linen from patients 
with known infections in a bag 
from the time it is removed from 
the patient area until it is emp- 
tied into the wash wheel. In ad- 
dition to providing a cap, gown 
and mask for the laundry em- 
ployee who handles this linen, 
many hospitals also provide long 
gauntlet-type rubber gloves. When 
the last hamper or bag of infected 
laundry is emptied into the wash 
wheel, it is common practice for 
the employee to remove his cap, 
gown, mask and gloves and place 
these into the wash wheel before 
it is closed and the washing cycle 
started. 

A definite disadvantage in han- 
dling loose linen is that air cur- 
rents can easily pick up lint and 
other loose material from the linen 


and spread it to parts of the laun- 
dry where clean linen has been 
processed.—G. A. WEIDEMIER 


Dental admissions 


Does the American Hospital Associ- 
ation recommend that dental patients 
be admitted or discharged by a doctor 
of medicine? 

The Association has never made 
such a recommendation. The ad- 
mission, treatment and discharge 
of dental patients, in the majority 
of institutions, is the responsibility 
of the dentist. The only stipulation 
made here is that before surgery a 
medical survey of the patient must 
be made by a doctor of medicine 
and that a doctor of medicine must 
be available for medical care as- 
pects in each case. This AHA poli- 
cy is agreed to by the American 
Dental Association and is honored 
by the Joint Commission on Ac- 
creditation of Hospitals. 

—J. R. ANDERSON, M.D. 








AUDIO-VISUAL 


& OTHER SAFETY AIDS FOR THE HOSPITAL INDUSTRY 


Our safety films and attention-getting safety literature are part of a 
well-coordinated safety program that can result in better patient 
care and improved employee morale. 


ARGONAUT INSURANCE 


HOME OFFICE: MENLO. PARK, CALIFORNIA 


Workmen's Compensation & Hospital Liability through independent agents & brokers 
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‘THIS IS THE NEW SHAPE OF 
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FROM THE NEW LEADER IN 
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MOTOROLA) DAHLBERG 


NEW SHAPE, NEW FUNCTION . . . the new THE COMMUN:-I-SONIC 
Motorola /Dahiberg Audio-Visua! Nurse Cail . . 


only system that classifies patients’ calls. Panels . 
light up to show nurse room number and bed AU DIO VISUAL N U RSE CALL 
designation of the patient calling and whether 
call is emergency, priority or routine. 
It's all done instantly, electronically, automati- ne: Saree ee 
cally: no switches, no confusion, just pick up the 
handset and answer the call. Saves time, steps 
and money. ; 


See for yourself how this startling achievement 
in Nurse Call Systems can bring new efficiency to. MOTOROLA | DAHLBERG 
your mei For a demonstration, phone, write . HOSPITAL ee eR TONe SYSTEMS 
or wire today. ee ts GOLDEN VALLEY, MINNEAP OLIS 27, MINNESOTA + LIBERTY S-3721 





From Motorola/Dahlberg, 
an Audio-Visual Nurse 
Call that’s simple for the 
Nurse to use...and guar- 
antees patient privacy 


A totally-new Audio-Visual Sys- 
tem created by people who studied 
the problems of patient-nurse 
communications and solved them 
through these important features: 


Fully Automatic Operation 

Benefit to Nurse: She answers calls 
just by lifting the handset. No 
switches, no buttons. So simple, be- 
cause the system does all the switch- 
ing electronically. 

Benefit to Patient: His calls are an- 
swered promptly! 


System Classifies Calls 

Benefit to Nurse: She can tell at a 
glance which patient is calling and if 
the call is emergency, routine or froma 
patient requiring priority attention. 
Benefit to Patient: ‘‘Personalized’’ 
service! 


2-Way Call Privacy 

Benefit to Nurse: She knows patient is 
talking privately into hand-held 
“*Tele-Mike’’ Pillow Speaker. She can 
answer privately, too. Only the pa- 
tient hears the nurse. 

Benefit to Patient: Freedom to com- 
municate intimate needs! % 


These features are designed to 
greatly improve patient-nurse 
communications .. . reduce steps 
and time for your nursing staff 

. . giwe your patients greater 
security and confidence. 


THE RESULT: A system that com- 
pletely justifies itself through full and 
continuing use. 

Right now, make up your mind to 
investigate the Motorola/ Dahlberg 
System. Phone, wire or write for a 
demonstration in your office. You'll 
be surprised to discover how little this 
system costs and how much it can 
mean to your hospital! 


Q) woronor. | DAHLBERG 


HOSPITAL COMMUNICATIONS SYSTEMS 


GOLOEN VALLEY. MINNEAPOLIS 27 MINNESOTA - LI@ERTY B-3721 
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Anoblems 


KENNETH B. BABCOCK, M.D. 


Who should supervise the medical 
library? 


Preferably, a medical librarian, 
but it is realized that there is an 
extreme shortage of such individu- 
als. The next best plan would be 
to have the library organized by 
a medical librarian and actually 
run by an individual who has had 
some training along these lines. 
Many hospitals assign this duty to 
their medical record librarians as 
a matter of expediency, even 
though the two professions are 
hardly related. 

a. * * 

Do hysterectomies on women under 

50 years of age require consultation? 


No, not unless your own hospi- 
tal votes it as its rule, or the condi- 
tion of the patient is so critical or 
precarious or the diagnosis is ob- 
scure to the degree that it is war- 
ranted. 


* * * 


The December 1960 Bulletin of the 
Joint Commission and the “Standards” 
revised as of December 1960 state that 
hospitals no longer need keep a simple 
or cross-index file of all pathological 
specimens and x-ray reports—only an 
interesting case index. Our hospital 
has always kept good cross-indexes in 
these fields. Shall we discontinue 
them? We are a 500-bed hospital. 


By no means. Please remember 
the Standards of the Joint Com- 
mission are minimal. We hope that 
hospitals will voluntarily bend 
every effort to exceed them. If 
you can afford to do it, and espe- 
cially if you utilize these indexes 
to any extent, keep them up. A 
hospital that does only what it is 
required to do usually is not a good 
hospital. 

* * * 

Do you recommend routine cultures 
of nursing equipment, formula rooms, 
ice chests, etc.? 


The only actual requirement of 
the Joint Commission as far as 


Medical library supervision 


Need for consultation on 
hysterectomies 


Files on pathological speci- 
mens and x-rays 


Routine cultures of equip- 
ment 


Permit required for autopsy 


Physical evaluation of pa- 
tient before surgery 


culturing is concerned is that auto- 
claves, sterilizers and stills be cul- 
tured at least monthly. A very wise 
precaution, however, is to culture 
the items mentioned by you oc- 
casionally, if not regularly, and 
many other items, such as bedside 
carafes, dressing tray gauze con- 
tainers, gas masks, soap dispensers, 
etc. You may be disagreeably sur- 
prised at the number of positive 
cultures obtained. 
* * * 

If an autopsy is performed at a lo- 

cal undertaker’s, does the chart require 


a permit also? 


The question is badly put. Every 
autopsy requires a proper permit. 
The undertaking parlor is merely 
a place where it is being per- 
formed. My feeling is that the un- 
dertaker should check first to be 
sure there is a proper permit. Once 
he has established this fact, then 
it should be properly noted on the 
medical record of the deceased. 


* * * 


One of the surveyor’s recommen- 
dations at our hospital was: “A spe- 
cific preanesthetic physical evaluation 
should be recorded and signed by a 
physician.” Who should record this 
evaluation—the anesthesiologist, the 
attending physician or a_ licensed 


resident? 


Any one of them is eligible and 
acceptable as far as the Joint Com- 
mission is concerned. It is not a 
question of who shall do the eval- 
uation but rather whether the pa- 
tient was properly evaluated by a 
qualified physician prior to sur- 
gery. The executive committee of 
your medical staff should look into 
the matter and make proper ground 
rules to cover your situation. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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save file space 


cut costs 
—with the PHOTOSTAT Portable Microfilm Camera. 


Save valuable file space. Record 100,000 documents, the aver- 
age annual output of a 100-bed hospital, on fifty 50' rolls of 
microfilm. 

Film the easy way. This exclusive portable camera weighs only 
21 lbs. Can be set up on any desk. Plug in and you’re ready 
to record. When not in use, camera folds into its own case, 
fits under desk. 

Reduce both your initial investment and operating cost. The 
PHOTOSTAT Portable Camera is the most economical unit of 
its type on the market today. 


Obtain complete information about this unique product. 


PHOTOSTAT.— the most respected name in graphic reproduction 


EQUIPMENT AND SUPPLIES — MICROFILM « OFFSET *« PHOTOCOPY «+ COPIER 





Please send details of: 


0 PROCEDURAL MICROFILMING O OFFSET DUPLICATING 
O PROJECTION PHOTOCOPYING 0 OFFICE COPYING 


) PHOTOSTAT CORPORATION 


ROCHESTER 3,N.Y.,A SUBSIDIARY OF Itek CORPORATION 


HOSPITALS, J.A.H.A. 





How Dial Soap can help 














in your hospital 


Routine use by personnel and 
patients suggested as aid in eliminating 
one source of infection 


The antibacterial ingredient in Dial—a synergistic combination 
of hexachlorophene and trichlorocarbanilide—has long been 
known for its effectiveness against the skin bacteria that cause 
perspiration odor. 

Now, new and more extensive tests have established that Dial 
inhibits the growth of a wider range of gram-positive and gram- 
negative bacteria—including strains that are resistant to anti- 
biotics—than any other leading toilet soap. 

Many physicians already recommend the use of Dial to their 
patients. And now, this new evidence points up, even more 
sharply, the benefits of Dial for hospitalized patients and hos- 
pital personnel. 


Costs no more than other popular soaps... 
comes in three hospital-tested sizes 


With its uncommon antibacterial benefit you might expect to pay 
extra for Dial—but you don’t. Trim costs more by choosing bar 
sizes suited to your hospital. Available in hospital-tested sizes: 
1, 1% and 2% oz.—also others. Write our laboratory at address 
below for technical and clinical information. 


FROM THE INDUSTRIAL 
SOAP DIVISION OF 
ARMOUR AND COMPANY 1355 W. 31st Street, Chicago 9, Illinois 
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In vitro tests demonstrate 
Dial’s extraordinary 
effectiveness 


B Ordinary toilet soap left 
this heavy growth of Staphy- 


lococcus aureus. 


“te 


2. A widely-used antiseptic 
soap showed little inhibition 
of Staphylococcus aureus. 


10 PPM. SOAP 


3. Dial soap completely in- 
hibited Staphylococcus aureus. 
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Air-Shields, Inc. 
Hatboro, Pennsylvania 


Gentlemen: 


The Ambu Rescue Breathing Equipment you sold me recently has enabled me to 
save a life. November 25, as I was completing an otherwise routine 
appendectomy, my patient's heart suddenly stopped beating. Using a chest 
incision and manual compression of the heart, circulation was maintained and 
heart function returned in 20 minutes. He was then transferred by plane toa 
major hospital for further care. We were able to use the Ambu Resuscitator 
which had arrived the day before, to maintain manual respiration for 2 hours 
until he could be put on a mechanical respirator. An oxygen line was led to 
the resuscitator so that oxygen could be supplied throughout the flight. 





The ambulance which met us at the airport had received their Ambu unit the 
day before, the major hospital had also just received one, and the surgeon 
called in to perform a tracheotomy had also just purchased one. At the 
hospital we used their foot pump since I had not taken mine. The doctor who 
performed the tracheotomy said he tested his unit every day, but had not yet 


used it. 


Without this compact resuscitator the trip would not have been possible, 
and this life would have been lost. 





Sincerely, 


We acknowledge the ever-present encouragement, help and associations that have enabled 
Air-Shields, Inc. to develop products that help doctors save lives. 


Hatboro, Pennsylvania, OSborne 5-5200 
HOSPITALS, J.A.H.A. 


(\AIR- SHIELDS, INC. 





ghiniens and ideas 


LETTERS TO THE EDITOR 





Updating British hospitals 
Dear Sir 
The article by Dr. John R. Seale 
on the National Health Service in 
Great Britain that appeared in the 
December 16 issue of HOSPITALS, 
J.A.H.A., has been read with real 
interest. While I carry no torch for 
the National Health Service, I do 
think it is rather too bad that this 
article, apparently being over two 
years old, includes no recognition 
of what appears to be a significant 
change in policy. I refer to the 
fact that after many lean years 
they now seem to be tackling the 
job of modernizing existing hos- 
pitals and building new hospitals. 
The growing expenditure for these 
purposes, noted from time to time 
in The Lancet, seems to be sub- 
stantial—F. D. Mort, M.D., execu- 
tive director, Community Health 
Association, Detroit, Mich. 


X-ray cost factors 
Dear Sir 

I read with interest the com- 
ments of Ray S. Matylewicz in re- 
gard to computing the cost of an 
X-ray examination in the “Service 
from Headquarters” column of 
your February 1 issue. 

In his discussion, Mr. Matylewicz 
notes a number of factors to be 
considered in determining cost and 
among these is “the radiologist 
fees”’. 

I am led to comment on this be- 
cause there has seemed to be con- 
fusion in certain instances as to 
the fees of the radiologist as an ele- 
ment of cost. It is perfectly clear, 
of course, that such fees are an 
element of cost from the viewpoint 
of a patient or a third party paying 
the medical and hospital bill of a 
patient. 

What apparently has not been so 
obvious is that these fees are not 
an item of cost to the hospital any 
more than are the fees received by 
the surgeon or internist for serv- 
ices rendered. This becomes im- 
portant in the allocation of indirect 
costs in the hospital when this al- 
location is based on the ratio of 
departmental costs to total hospi- 
tal costs. If the professional fees of 
the radiologist are considered as a 
direct cost of the department, the 
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allocation of indirect costs is 
greater. This greater total cost is 
used to “prove” to the radiologist 
that his income is too high and 
must be reduced. This reduction is 
always to be accomplished, how- 
ever, without affecting the level of 
charges for radiological services to 
patients or third party payors. 

One can understand and support 
the rationale of considering radi- 
ologists’ fees as a part of total cost 
in dealing with persons and or- 
ganizations outside the hospital. 
When this treatment is applied in- 
ternally, however, its purpose often 
seems to be the transmutation of 
what is universally recognized as 
a profitable operation to hospitals 
into an unprofitable one by the 
alchemy of indirect cost allocation. 
Accounting is here being used as 
the Philosopher’s Stone with re- 
verse English. WILLIAM C. STRO- 
NACH, executive director, American 
College of Radiology. 


Doctors needed for MEDICO 
(The following letter was ad- 
dressed to Dr. Edwin L. Crosby, 
director, American Hospital Asso- 
ciation. ) 
Dear Sir 
We hope you won’t object to our 





request for your assistance in re- | 


cruiting physicians for our over- 


seas programs. We are in need of | 
doctors for a new project in Af- | 


ghanistan, slated to start the spring 
of 1961 and, in addition, we are 


looking for a surgeon for Viet Nam | 


and physicians for Cambodia, Laos 
and Haiti. 

Perhaps it may be possible to 
relay this message to members of 
the American Hospital Association, 
who may know of physicians (GP’s 
or specialists) who may be inter- 


ested in serving on a MEDICO | 
team, especially young interns or | 
residents who will soon be com- | 


pleting their hospital training in 
medicine or surgery, or practicing 
or retired physicians who would 
like to devote some of their time to 
these projects. 

We would appreciate any assist- 
ance you may be able to give us 
in this regard.—PETER COMAN- 
purAS, M.D., Secretary General, 
MEDICO, Inc. 





PRODUCTS 


That Doctors 


Saving A Life With The 
AMBU® RESUSCITATOR 
is always dramatic 


Ambu instantly delivers life-saving 
air into a victim's lungs—with no 
time wasted for set-up. It’s ready 
for use . . . requires no electricity, 
no oxygen (unless desired). A foot- 
operated suction pump to establish 
a clear airway is included. 


Taking AMBU® Along 
Should Be ROUTINE 


Take Ambu along. Ambu belongs 
in the doctor’s car, ambulance, in 
the office, at strategic points in hos- 
pitals. Respiratory emergencies 
happen anywhere, anytime. Be pre- 
pared to save lives. 


Some other Air-Shields products: 
®, infant incubator; 
®, cool-mist humidifier 
and oxygen tent; 
®, compressor - aspirator; 
™, cool-mist humidifier. 


Doctor Defined / Doctor Prescribed 


A AIR-SHIELDS, INC. 
Hatboro, Pa., OSborne 5-5200 


a division of the National Aeronautical Corporation 
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With Burroughs 


Accounting Equipment, 
collections improve 





more than 70% 


The scene: Children’s Mercy Hospital, Kansas City, Missouri. The jobs: patient 
accounting, accounts receivable, accounts payable, general ledger, payroll and 
all statistical applications. The equipment: one Burroughs F 1500 Alphanumeric 
Accounting Machine. The results: in the words of Comptroller Maurice L. Cook: 
“Splendid—throughout our accounting operation. Before we installed our 
Burroughs machine, patient billing was anywhere up to a month and a half 
behind. Now because of this equipment’s many automatic features, all expense 
records are updated daily, total bills presented at the time of discharge. As a 
result, collections have improved more than 70% over the past year. The machine 
also helps immeasurably in preparing accurate, detailed records for county 


reimbursement.”’ Burroughs—TM 


Join the many successful hospitals helped to new accounting efficiency by Burroughs Corporation. 
Whatever your problem, our representatives offer you the experience and capabilities in systems analysis 
to solve it. And we have the equipment, from adding machines to electronic computer systems, to make 
the solution work. Call our nearby branch now. Or write Burroughs Corporation, Detroit 32, Michigan. 


=. Burroughs Corporation 
“NEW DIMENSIONS | in electronics and data processing systems” 


HOSPITALS, J.A.H.A. 








Hixp 


lex 


the ultimate in disposable latex surgeons’ gloves 





Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 

Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
than average latex gloves ... ideal for delicate surgery as well 

as for the general surgeon. 


Get all these advantages: 
e Snug-fit, flat wrists prevent annoying roll-down 
@ White or brown latex 
@ Envelope of Bio-Sorb* with each pair 
e Autoclave tape indicates when sterilized 
@ Save labor cost on laundry, sorting, testing, pairing, wrapping 
e Low cost—truly disposable 
Write for literature, free sample 


THE MASSILLON RUBBER COMPANY 
MASSILLON, OHIO 


*REG. TRADE MARK, ETHICON, INC 
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Starrett 


.026 inch at wrist — double thickness 
.013 single thickness 


.012 inch at finger-tip — double thickness 
.006 single thickness 


ae 
Packaged ready for sterilization according to approved 
hospital techniques, in a convenient peel-back outer 
wrap and a wallet-type inner wrap. 





First from American 





New ideas, 
new products 
or 
hospital 


anning.... 


through one expert service! 


aoe : : ; 2. 
American’s Hospital Planning Service Representatives sane cidaiieiies diced fonasicu's 
understand hospital planning needs. They offer valuable decorating service and a member 
: .e- . of the American Institute of Deco- 
experience and expert counsel in every hospital area... cine GDA. Cnet shan tie grkden: 
and the widest, most complete selection of products and tion from Wesleyan University, Joe 
: . ° ’ a has been active in the decorating 
services in the field. You can rely on American’s reputa Seahe: ie: @h-inen in ovations ti 
tion for quality and for prompt, dependable delivery. has solved a wide range of decorat- 
Your man from American is dedicated to your hospital’s ng EINE, SNE SORRY Wes SON 
- : 2 is seen in leading hospitals across 

best interests . . . call him with confidence. the country. 


The First Name 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILL. Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas « Detroit 
Export Department: Flushing 58, L. |., N. Y., U.S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 
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Kansas City e Los Angeles » Miami « Minneapolis « New York « San Francisco « Washington a 
Winnipeg 12, Manitoba. in Mexico—Hoffmann-Pinther & Bosworth, S. A., Mexico 1, D. F., Mexico, 
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[Advertisement] 


s 4 


Need another pair of hands in your pharmacy? 


Ir YOUR HOSPITAL is as overcrowded and as overworked as 90% of the hospi- 
tals today, you certainly need extra help. What a good many hospital phar- 
macists and administrators do not know, however, is that they can get the 
extra pharmacy help without increasing their operating costs. As a matter 
of fact they can even save money while increasing efficiency. 


@® The McKESSON & ROBBINS Hospital 
Service Representative will gladly become 
your extra man. He is more than a sales- 
man, he is a trained hospital pharmacy 
specialist who can give you professional 
assistance and advice on the many prob- 
lems of hospital drug management. 


Take your drug inventory for example. Large inventories eat up valuable 
time in ordering and maintaining stock levels and crowd your space, but, 
more importantly, they increase your carrying charges, tie up money and 
increase the risk of loss due to deterioration, damage and obsolescence. The 
McKesson & Robbins Hospital Service Rep can help you establish a smaller 
in-hospital inventory based on sound drug levels in keeping with your medi- 
cal needs. He will also help you select drugs produced by reliable manufac- 
turers to meet your demands—and then will maintain your stock levels for 
you. This means the money and time costs of procuring and carrying sup- 
plies will be held at a minimum. A real saving for you. 

With 91 McKesson & Robbins warehousing units across the country, each 
with a Hospital Service Department, you have a local source of drug and 
sundry supplies that is actually an extension of your own storage space. You 
are only a telephone call away from any drug product you might need in 
emergencies, as well as for routine service. Inventory control is but one of 
the reasons why most of the nation’s hospitals depend upon McKesson & 
Robbins for economical and efficient management of their pharmacies. 

We will be happy to send you the name of the McKesson & Robbins Hospi- 
tal Service Department nearest you, or have our Hospital Service Rep call 
on you...just drop us a card, McKesson & Robbins, Inc., Hospital Service 
Department, 155 East 44th Street, New York 17, New York. 


Serving America’ Hospitals--MM°KESSON € ROBBINS 
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White Knight 


WILL ROSS, INC. 
NERA f Milwaue 


made to last longer, 
fit better There’s no such thing as “run of the 
mill” when we make White Knight 
garments. Each garment is 


WHITE KNIGHT “use-designed”, completely functional. 
Fabrics are carefully selected for long 

wear; styling, for comfortable fit 

HOSPITAL and easy laundering. The result: 


greater economy through less 
GARMENTS replacement. And the quality is 
unconditionally guaranteed ! 
The White Knight garment line 
, includes types for every hospital use — 
Ss 7 in a choice of materials and colors. 
; A? , Write for our complete catalog and 
” price list, or talk to your 
Will Ross, Inc. representative. 


WILL 
ROSS, 
INC. 


General Offices: Milwaukee 12, Wis. 
Atlanta, Ga. ® Baltimore, Md. 
Cincinnati, Ohio ® Cohoes, N. Y, 
Dallas, Texas ® Minneapolis, Minn, 
Ozark, Ala. @ Seattle, Wash. 
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ELEVENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


VERY day as your letters come in giving us the oppor- 
EK tunity to help you in some area of infection control, 
we've been newly impressed with the increasingly 
evident desire for information on specific environmental 
control measures tailored to fit specific areas of the pa- 
tient’s environment. Since this environment includes the 
patient’s complete hospital surroundings—the air around 
him, his clothing, the utensils he touches, the room furni- 
ture, the hospital floor, the people whom the patient con- 
tacts, and the people and instruments who contact him— 
practical applications for Amphyl®, O-syl®, and Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are 
many. Yet, getting the information you want to you in a 
form practical for evaluation by groups, such as your 
Committee on Infections, as well as practical for use by 
those responsible for carrying out control measures, is a 
project we’ve been working on for some time. 


Now, we are happy to announce our new infection con- 
trol kit titled, “Contamination Control That Works...in 
Your Hospital.” We call it a kit because in a conveniently 
indexed file jacket you will find there is a varied collection 
of pertinent material. Current reprints are accompanied by 
completely new brochures covering the “how, where, and 
when” of dependable contamination control. Specific sug- 
gestions are given for general housekeeping, isolation units, 
O.R. and recovery, O.B. and maternity, nursery and pedia- 
trics, emergency and outpatients, and laundry. And, of 
course, bacteriologic data confirming the broad spectrum 
activity of all L&F disinfectants is shown. (As you prob- 
ably know, they are widely microbicidal, including staphy- 
locidal, pseudomonacidal, tuberculocidal, and fungicidal.) 

Your contamination control kit is ready. Please let us 
know where you would like to have it sent. If you would 
like each member of your Infections Committee to also 
have a kit, we will be glad to send multiple copies individ- 
ually addressed. 


Are you becoming alarmed over the increasing number 
of patients with hepatitis? Since this virus thrives in blood 
and feces of infected patients, instruments and utensils 
used on or by them, and not carefully handled or properly 
sterilized, are potential spreaders. Dr. Alexander D. Lang- 
muir, chief epidemiologist of the Public Health Service's 
Communicable Disease Center, Atlanta, has warned that 
the peak incidence of 41,000 cases reported in 1960 may 
go as high as 60,000 this year. For the first few weeks of 
the year, USPHS-HEW reports already show incidence 
89% above the same period last year and 189% above the 
same period in 1959. 

L&F instrument Germicide can be used in a practical 
way to fight the spread of hepatitis. Here’s how—heat L&F 
Germicide to the boiling point, immerse instruments and 


hold at boiling point for 20 minutes. This destroys the 


viruses Causing serum and infectious hepatitis, as well as 
bacterial spores. Boiling with plain water should not be 
relied upon to effect complete sterilization even if carried 
out for several hours. Would you like our new folder on 
Instrument Germicide? If so, please write us. 


“If one is to control infections in a general hospital, one 
must control the environment of the patient.” In the Journal 
of the Tennessee State Medical Association, December, 
1960, Dr. J. L. Farringer, Jr., introduces his report on 
practical answers to infection control with this pertinent 
comment. Attention to details of general housekeeping are 
cited as very important in reducing the reservoirs of bac- 
teria within the hospital. For instance—germicidal launder- 
ing of mops after each day’s use, frequent changes of mop 
water, and use of a disinfectant-detergent are recom- 
mended. In this hospital, L&F Tergisyl was found satis- 
factory for these purposes as well as for the flooding and 
wet vacuum pickup technic for disinfecting operating room 
floors. Blankets were reserved for individual patients and 
routinely disinfected with Amphyl® during the laundry 
process. Would you like a reprint? 


When two London physicians introduced staphylococci 
in varying dosages into artificial skin lesions in man, the 
experiments soon had to be discontinued because of septic 
lesions, such as boils and abscesses, developing on other 
parts of the subjects’ bodies. (The Lancet 2:1373, Decem- 
ber 24, 1960). It was shown that as few as fifteen seeded 
organisms multiplied rapidly to form a septic lesion. Also, 
test subjects became nasal and perineal carriers. 


Have you started using Amphyl® Spray—our new 
spray-on spot disinfectant and space deodorant? This handy 
16-0z. spray-on form of Amphyl is catching on fast. If 
mildew is a problem for you, you'll surely want to try it. 
Write us for the descriptive folder. You'll want several 
cans on every floor to supplement other disinfection pro- 
cedures and take care of malodors at once. 


If you have a particular infection control problem 


plaguing you, perhaps we can offer a suggestion. Our re- 
search laboratories and technical advisers are ready to 
help and I, personally, hope to hear from you. 


TPT bleh 


Robert E. Dickens 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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editorial notes 


—author! author! 


HORTLY AFTER the appearance 
S of the Administrative Reviews 
Issue of this Journal April 16 of 
last year, letters of invitation went 
out from the editor to 23 persons 
in the hospital field recognized as 
authorities in various phases of 
health care and hospital operation. 
The invitation: to prepare the 1961 
review of literature in their spe- 
cial field. 

The invitation was not one to be 
considered lightly. In some areas, 
the author could look forward to 
perusing more than 100 published 
articles in journals and magazines 
both foreign and domestic, not to 
mention special survey reports, 
conference proceedings, pamphlets 
and books. After the reading would 
come sifting, evaluating, correlat- 
ing, categorizing—and finally, the 
writing. By the end of May, review 
topics and reviewers had been 
completely matched. The roster 
included many “regulars” who had 
prepared reviews in previous years. 

Late in July and again in early 
January, following publication of 
the semiannual Hospital Litera- 
ture Index compiled by the Amer- 
ican Hospital Association, packets 
were mailed to the 23 authors con- 
taining reproductions of articles 
that appeared in their areas. 
Throughout these months, most 
authors were taking notes and 
building up files of their own. To 
meet a February 15 deadline, final 
review and writing had to be start- 
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ed soon after the Holiday trim- 
mings were cleared away. 

In accepting the invitation to 
prepare a review of the literature, 
several authors commented that 
they regarded the assignment not 
only as a challenge but as an edu- 
cational experience that would 
benefit themselves and the organi- 
zation or institution they repre- 
sented. 

We agree that these 23 authors 
surely must be among the best 
informed persons in the hospital 
field on 1960 developments in their 
areas. And to be sure, to thorough- 
ly review and analyze a year’s 
literature is to do a service to one- 
self. But we submit that a far 
greater service is done for others 
who realize that keeping informed 
of developments in all of these 
areas is a vital part of their jobs 
but who find it difficult to cope 
with the veritable mountain of 
printed matter confronting them. 

It is our privilege to provide the 
vehicle through which those who 
are concerned about being behind 
in their reading can receive the 
benefit of the insight, judgment 
and sheer work evident in the 23 
reviews that appear on the follow- 
ing pages. To our authors, for mak- 
ing this special issue possible, we 
are grateful. 


—conserving mental health 


HE CONSERVATION of the mental 
health of the population of the 
United States has become a na- 


tional imperative. Collateral with 
this objective is the care and cure 
of persons suffering from mental 
illness. To fully preserve the for- 
mer, we must adequately cope 
with the latter. 

Mental health may be regarded 
properly as a national resource. 
As such, it should be conserved 
through sound research into the 
causes and cures of mental illnesses 
and through well planned and sci- 
entific efforts to prevent mental 
illnesses by removing the causes. 

Until additional knowledge is 
gained in the areas of prevention 
and cure of mental illnesses, pres- 
ent knowledge and methods of 
treatment should be put to better 
use. Improvement in these areas 
will require better use of avail- 
able manpower and existing facili- 
ties and a coordinated attack on 
the problem by all agencies con- 
cerned. 

Hospitals are among the more 
important conservators of mental 
health. Occupying a unique place 
in the social structure of the com- 
munity, hospitals perform a unique 
function for the entire community 
by bringing the medical practi- 
tioner and his patients together in 
an environment which provides 
the facilities and services essential 
to the best possible medical care. 

Hospitals must now, as they have 
in the past, contribute their knowl- 
edge, skills, facilities and enthusi- 
asm to the campaign to conserve 
mental health. This contribution 
may take the form of community 
mental health clinics, general hos- 
pital psychiatric units, intensive 
psychiatric treatment centers, 
chronic mental illness institutions 
and other facilities, such as day 
hospitals and night hospitals. 

Facilities of these types are al- 
ready in existence and are proving 
highly successful when the public, 
the government, the health profes- 
sions and other agencies concert- 
edly strive to reach the same goal 
—the restoration to full social use- 
fulness of afflicted individuals. 

In its Final Report titled Action 
for Mental Health, the Joint Com- 
mission on Mental Illness and 
Health has outlined the problem, 
stated the objectives and recom- 
mended courses of action. What 
is needed now is action. 
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Justin Ford Kimball Award: 


to James a Stuart 
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am a dirt farmer, a Southern Democrat and one 
of the world’s best fishermen” has the advantage of 
brevity, but the disadvantages of being subject to 
challenge on the last claim and of providing no clue 
as to why the Board of Trustees of the American 
Hospital Association has conferred upon him the 
1961 Justin Ford Kimball Award “for outstanding 
encouragement given to the concept of prepaid vol- 
untary health care plans.” 

Who’s Who does better in its own space-saving 


style: 


_ E. Stuart’s thumbnail autobiography—‘I 


Stuart, James Edwin, assoc. exec.; b. Hemlock, N. C., 
Jan. 22, 1897; s. John W. and Nancy (Weaver) S.; 
A.B., Emory and Henry Coll.,* 1921; LL.B., George 
Washington U., 1924, LL.M., 1926; student Am. U., 
1926-27; n. Bethel Beery, Mar. 31, 1923; children— 
Betty Ruth (Mrs. David M. Sander), John DeWitt, 
Chief, div. child welfare Bd. Pub. Welfare D.C., 
1923-27; supt. Westchester Co. (N.Y.) Soc. for Pre- 
vention Cruelty to Children, 1927-29; exec. sec. Ohio 
Humane Soc., Cincinnati, 1929-33; dir. Dept. Pub. 
Welfare, Hamilton Co., 1933-35; asst. dir. Community 
Chest, Cincinnati, 1935-38; exec. sec. Hamilton Co. 
Child Welfare Bd., 1938-41; exec. v.p. and dir. Hosp. 
Care Corp. (Blue Cross Plan for S.W. Ohio), 1942-57; 
exec. vice president Blue Cross Assoc., 1957—. [ Edi- 
tor’s note: Who’s Who hasn’t caught up with Mr. 
Stuart’s election to the office of president of the Blue 
Cross Association effective Jan. 1, 1960, an office he 
still holds. ] 


Before putting some flesh on the Who’s Who bones, 
a word about the award. It was created by the Blue 
Cross Commission of the American Hospital Asso- 
ciation three and a half years ago. It honors Justin 
Ford Kimball, Ph.D., founder of the Blue Cross 
movement. Rising hospital costs and the inability of 
many to pay hospital bills led Dr. Kimball, vice 
president of Baylor University, to create a prepay- 
ment plan for a small group of Dallas school teach- 
ers. From these beginnings has grown the tremen- 
dous social movement which is voluntary nonprofit 
prepayment in the United States. The first Kimball 
award went in 1958 to E. A. van Steenwyk of Phil- 
adelphia. George Newbury of Buffalo won the 1959 
award and C. Rufus Rorem, Ph.D., was honored in 
1960. 

In the national reorganization of Blue Cross, the 
Blue Cross Commission was dissolved and therefore 
the American Hospital Association, with the agree- 
ment of the Blue Cross Association, decided to in- 
clude the Justin Ford Kimball award as one of the 
honors conferred regularly by the AHA. At its meet- 
ing on Feb. 2, 1961, the AHA’s Board conferred the 
award on Mr. Stuart. It will be presented as part of 
the awards banquet to be held on Wednesday eve- 
ning, September 27, during the annual meeting of 
the AHA in Atlantic City. 


a. SOUTHERN YOUNGSTER whose last name is 
Stuart and whose first name is James and whose middle 
initial is “E”—no matter what the middle initial 
stands for—is going to be nicknamed for the Confed- 


*In June, this college will bestow upon Mr. Stuart the honorary 
degree of doctor of humanities 
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erate general, James Ewell Brown Stuart. So it went 
with the James Edwin Stuart, who was born in the 
high North Carolina mountains, and whose family 
moved to southwestern Virginia when he was 15. 


je INFORMALITY of “Jeb” fits Mr. Stuart. He has 
coated a driving dedication to organize the com- 
munity for social purposes with a covering of light 
humor, soft wit and countless chuckles. 

Typical of this was his answer to a couple of ques- 
tions during a recent interview. 

“How did you, a lawyer, get into community wel- 
fare work?” 

“When I graduated from college and decided I 
wanted to go to law school, I wrote to my congress- 
man that I wanted to work my way through George 
Washington University law school and needed a job. 
He wrote back and said he’d get me a job as a proba- 
tion officer in juvenile court. I said I’d take it. I had 
an A.B. degree but I had never heard the word ‘pro- 
bation’. I thought it was a typographical error and 
meant ‘prohibition officer,’ so really I got the job 
under false pretenses.” 

“How did you get into the Blue Cross movement?” 

“L. D. Fowler, the man who really got Blue Cross 
started in Cincinnati, died in late 1941 after an ap- 
pendectomy. He was a dynamic leader and his death 
was premature and most unfortunate. One of my 
friends said he would like to have the job, sv I went 
to the president of the Blue Cross and said I thought 
I had the man to take Mr. Fowler’s place. I probably 
made the best sales pitch for that friend of mine I 
ever made in my life, because when I got through 
the president said ‘Why don’t you take the job?’ 

“T told him I was not an applicant but he asked if 
I were appointed would I accept and I said that I 
would. I immediately went back to my friend and 
told him what a wonderful speech I had made for 
him but that they had appointed me. The relation- 
ship between my friend and me for a time after that 
deteriorated.” 

The “prohibition” job that turned out to be a pro- 
bation job proved so fascinating that although Mr. 
Stuart won two degrees in law from George Wash- 
ington University, he never practiced the law at all. 

These first years—the years in Washington which 
began in 1921—were busy years for him. He studied 
law, he married, had one daughter and one son, and 
as chief of the division of child welfare of the Board 
of Public Welfare of the District of Columbia, he 
was charged with the responsibility for the guard- 
ianship of 2500 dependent, neglected and delinquent 
children in the District of Columbia. 

He doesn’t tell an interviewer that his job per- 
formance in the District of Columbia won him the 
attention of the social welfare leaders in New York’s 
Westchester County, just barely stating that the 
event did happen, and letting the interviewer infer 
what he will. Similarly, he didn’t mention in his 
office biographical sketch nor in a personal inter- 
view the fact that he served in France in World War 
I and won the Silver Star for gallantry in action. 

Good times or bad, there is always public welfare 
work to be done. But those who had public wel- 
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fare responsibility in the early Thirties really had 
their work cut out for them. Just when the Depression 
touched bottom, Mr. Stuart, who had moved to child 
welfare work in Ohio in 1929, broadened his sights 
and undertook an almost impossible task by accept- 
ing the post of director of relief and public welfare 
for Hamilton County, which includes Cincinnati. Of 
a population of 500,000, no less than 100,000 were 
dependent in all or in part on relief. 

It was this national economic depression which 
led Mr. Stuart, by a sometimes tortuous path, to Blue 
Cross. Having moved into a Community Chest posi- 
tion in Cincinnati, he wrestled with the maddening 
problem of how to meet the increasingly severe fi- 
nancial needs of hospitals with a decreasing Com- 
munity Chest pocketbook. Mr. Stuart set up a com- 
mittee to study the budget of hospital and Chest 
grants to hospitals. The committee was headed by 
Mr. Fowler, an insurance man who was convinced 
after his work with hospital budgets that something 
new and dramatic had to be developed if the hospi- 
tals were to survive. He had heard of the Blue Cross 
movement being started elsewhere and thought it 
ought to be set up in Cincinnati. Knowing that one 
must move slowly if one is to succeed in sobersided 
Cincinnati, Mr. Fowler organized slowly and care- 
fully. Blue Cross was set up in 1939; soon Mr. Fowler 
became its executive—at first unpaid. 

Mr. Stuart’s gratitude for what he called his in- 
heritance of a foundation well laid by Mr. Fowler is 
genuine. When Mr. Stuart joined Blue Cross in Cin- 
cinnati early in 1942, there already had been estab- 
lished a subscriber council in which the subscribers 
had something to say about rates and benefits, and 
there was a functioning hospital advisorv council. 

“My background being what it was,” Mr. Stuart 
recalls, “everything I did was designed to make it 
possible for people in southwestern Ohio to think of 
Blue Cross as their program, to make it possible for 
the hospitals to think of Blue Cross as their program, 
and to make it possible for the medical profession 
to cooperate closely with Blue Cross in all the pro- 
grams with which they were so vitally concerned.” 


: i FABRIC OF Mr. Stuart’s life in Blue Cross has 
been threaded through and through by his belief 
in the devotion to what he considers the true Blue 
Cross concept. He credits two famous Blue Cross 
pioneers, Rorem and van Steenwyck, with setting 
down the basic Blue Cross philosophy. 

He, Mr. Stuart, believes that Blue Cross can be one 
of two things. It can be a nongovernmental social 
insurance mechanism, Or it can be a nonprofit in- 
surance organization. This choice was first pro- 
pounded by Dr. Rorem and is firmly restated by Mr. 
Stuart. If Blue Cross is simply one of the private 
nonprofit insurance organizations in the health field, 
he argues, it should do all the things that the insur- 
ance companies do to be sure that it is solvent, in- 
cluding rating groups according to their use. 

“However,” Mr. Stuart goes on, “if Blue Cross is a 
nongovernmental social insurance mechanism, which 
I think it is, closely allied with the provider of serv- 
ice, it has a primary responsibility to its membership 
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and to the community to serve them to meet a social 
as well as an economic need. 

“Blue Cross must be available and accessible to 
the whole self-supporting community. It must be a 
service benefit program that pays for services ren- 
dered and reimburses hospitals on the basis of the 
cost of care given. The indemnity approach toward 
solution of the community health problem in the 
long run must fail. 

“The prepayment plan, it seems to me, must also 
provide continuity of coverage regardless of employ- 
ment, physical condition, age or insurability. It must 
guarantee to the subscriber that once the subscriber 
is in the plan he will have the opportunity to con- 
tinue as long as he wishes to pay the necessary fee. 
Benefits should be in accordance with local stand- 
ards and usage. The subscription rates charged 
should be within the means of the ordinary working 
man and should be related to the cost of care in the 
community rather than to the risks involved in a 
group. If competition forces the plan to merit rate 
by group or classification, then an adequate com- 
munity factor should be added to the rate. 

“And the prepayment plan should be a nonprofit 
community service that can demonstrate a conscien- 
tious trusteeship of the subscriber’s dollar: demon- 
strate the fact that his dollar paid through this 
mechanism goes further toward meeting his needs 
than through any other mechanism.” 


M. STUART ADMITs that Blue Cross has not uni- 
versally held to all of the foundation principles. But 
considering all the rapid changes to which Blue Cross 
has been subjected, the record has been excellent, 
he believes. 

He traces what he calls the “erosion of some of 
these principles” to World War II years, when wage 
increases were not permitted but fringe benefits 
were; labor got additional rewards, not in wages but 
in health insurance, for which management could 
pay. This is what he believes made health insurance 
attractive to commercial companies. “For the first 
time, Blue Cross began to feel competition from a 
commercial enterprise, set up, motivated and oper- 
ated upon entirely different principles, with entirely 
different objectives and motivations than those of 
Blue Cross. 

“Because of this competition between two dissim- 
ilar and unrelated programs, Blue Cross began to 
lose groups and in efforts to compete began to use 
some of the terms, programs and techniques of tra- 
ditional commercial insurance. It is unfortunate that 
we couldn’t meet the need in the way we set out to 
do it. It is unfortunate because any other approach 
toward providing protection to the people leaves 
gaps, leaves groups that are poor risks—population 
segments that can’t afford to pay the necessary rate 
for their coverage as a separate part of the commu- 
nity. 

“Of course, eventually somebody has to meet this 
need and if it can’t be met through a voluntary pro- 
gram it will be met through a program of govern- 
ment. We have been accused of seeking a monopoly. 
We have sought to provide the necessary coverage to 
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the self-supporting populations to meet their needs. 
We have tried to eliminate the uncovered gaps.” 

The Who’s Who sketch shows clearly that Mr. 
Stuart has played a role of continuing prominence 
in national Blue Cross and hospital affairs. The 
sketch doesn’t show something of which he is very 
proud—his role in the development of the interplan 
reciprocal program. “I wrote the first letter suggest- 
ing to all Plans that if they would take care of our 
subscribers and pay their benefits for care in hospi- 
tals in their care,” he said, “we in Cincinnati would 
do the same for their subscribers. Then Paul Webb 
took the leadership of a committee which developed 
the interplan service benefit bank, and transfer 
agreement upon which our reciprocal programs are 
based.” 

Mr. Stuart doesn’t share the apprehension of some 
at the increasingly bright spotlight thrown on Blue 
Cross in the public arenas. “We are large” he says, 
“and we are of increasing concern to the public, 
which expresses that concern partly through govern- 
ment. We shall probably be regulated more in the 
future than we have been in the past and I see no 
serious danger of contro] of the hospital by control 
over Blue Cross—not if we can adequately present 
the facts to the regulatory authority. The total popu- 
lation must understand why the costs are what they 
are and the usage is what it is.” 

When the Blue Cross Association was revitalized 
to give the movement a stronger national punch, Mr. 
Stuart supported it. He became its executive vice 
president in 1957 and succeeded Basil MacLean, M.D., 
as president in 1960. 

He interrupts his commuting between New York 
and Chicago as often as he can to spend a week-end 
on the farm near Cincinnati. He has deep roots in 
Cincinnati and he is looking forward today to the 
time he will retire permanently to the farm and have 
all the time he wants to read his beloved books on 
the Civil War. a 





23 summaries of the 1960 literature 


in 23 areas affecting hospitals 


accounting and financial 


® Regional accounting program helps smaller 


hospitals with financial problems 


e Machines, methods and systems play 


important role 


® Uniform accounting, cost studies emphasized 


SSIGNMENT: Take 1300 pub- 
lished articles (average length, 
perhaps 5 pages) covering 23 sepa- 
rate subject areas in the health 
and hospital field, read and evalu- 
ate them, then write a 55,000-word, 
fully annotated review covering all 
areas, summarizing significant de- 
velopments, noting trends and false 
trends and presenting in capsule 
form what seem to be the most 


ANNUAL 


INTRODUCTION 


NDUSTRY, government, institu- 
tions—all are served by ac- 
untants. They band themselves 
into local, state and national groups, 
some specialized, some broad in 
scope. They publish bulletins, jour- 
nals and articles on area activities, 
theory, methods and technical 
skills. Interspersed throughout all 
the technical material is the ex- 
pressed awareness that the pri- 
mary ingredient in accomplishment 
is the person. 


CURRENT PRACTICES 


Smaller hospitals can anticipate 
help with their accounting prob- 
lems through a regional account- 
ing program recently launched in 
three midwestern states. Major ele- 
ments include the use of certain 
identical basic forms, a common 
method of data collection and a 
data processing center. This care- 
fully planned project to collect, 
analyze and distribute financial 
and statistical data will provide 
valuable guidance to smaller hos- 
pitals. Progress reports should be 
watched with interest.! 

Few, if any, accounting terms 
give as much trouble to those who 
use financial data as does “‘depreci- 
ation”. An absolute “must” for 
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useful ideas in each area. 
This—roughly—is the awesome 
project undertaken collectively by 
the 23 authors of this year’s ad- 
ministrative reviews. Collectively 
they have completed a task that 
no one hospital administrator could 
reasonably attempt. Their reading 
ranged far and wide—from inter- 
national professional and scientific 
journals to news reports in trade 


and popular magazines. 

In writing their appraisals, the 
reviewers kept in mind the two 
major objectives of this special is- 
sue—to help administrators meet 
their reading assignments as effi- 
ciently as possible and to provide 
in a single source comprehensive 
summaries and useful references 
of lasting value. 

The reviews are arranged alpha- 


ADMINISTRATIVE 


reading and for a permanent place 
in the library is an article entitled 
“Misconceptions About Deprecia- 
tion’’. 

The author of the article clearly 
challenges and eliminates through 
pure knowledge of the subject 
many of the unsound theories sur- 
rounding the question. He states 
that “depreciation is no more a 
‘bookkeeping entry’ than is any 
other cost assignment; it is no more 
a ‘take it or leave it’ cost than is 
payroll—except for the problems 
of measurement .. .” He goes on 
to say that, “A nonprofit institution 
may have different objectives, spe- 
cial features, or an impressive title, 
but basically it is the same as any 
other enterprise in its operations; 
it converts services (cash or assets) 
into other forms (expense) in pro- 
ducing a product for beneficiaries. 
Depreciation is a cost of those 
operations, whether the manage- 
ment aims to gain, to lose, to break 
even, or to outspend all competi- 
tors. Cities, universities, hospitals 
and churches incur depreciation 
costs when they acquire facilities. 
It is only good sense to recognize 
that the consumption of the service 
embodied in those facilitities is a 
cost of operation.” 

The article concludes with the 
statement: “Depreciation is a basic 
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feature of enterprise operation. 
Difficult as it may be to measure, 
it does show the service-cost as- 
signed to the operations of a given 
period. This cost cannot be ignored, 
and because of its importance, it 
ought not be confused and mis- 
understood. In nonprofit institu- 
tions, administrators concerned 
with the importance of public serv- 
ice may tend to view financial and 
fiscal problems as secondary to 
their major aims... Accountants in 
such institutions must accept the 
responsibility for making clear the 
nature, purpose and the necessity 
for recognizing depreciation as one 
of the financial facts of life.’ 

Internal Controls—High on _ the 
literature list for the year is a 
series of articles on internal con- 
trols. A number of questions are 
applied to each subject activity to 
gauge the adequacy and effective- 
ness of controls. Topics include 
cash receipts and disbursements,? 
accounts receivable and income, 
inventories and purchasing, in- 
vestments, purchasing and expense 
and temporary funds. The value of 
the series is immediately apparent. 
The same list of questions might 
well be applied to good advantage 
by every hospital to test its pro- 
cedures. 

A comprehensive article dealing 


betically by subject. Most have 
three sections: Introduction, Cur- 
rent Practices and References. The 
introductory material provides the 
background for the summary and 
discussion of the 1960 literature 
that follows. The reference section, 
documenting the author’s observa- 
tions, provides bibliographical data 
on the articles and other publica- 
tions referred to in the review. 


REVIEWS 


with techniques of internal control 
has been written by two eminent 
accountants and educators. Ad- 
dressed to the accounting profession 
rather than to hospitals, this article 
considers the basic techniques of 
internal control to be: organization, 
review, reporting, records, train- 
ing, protective devices and clerical 
proof devices.* 

In the same area the editor of a 
magazine for purchasing agents 
presents strong arguments support- 
ing cooperation and understanding 
of the internal audit activity.5 

Use of ratio analyses can be a 
real accounting aid to manage- 
ment. The administrator must 
realize that there is much to be 
gained from the thoughtful analysis 
of financial statements. Compara- 
tive reports, the ‘“increase-de- 
crease” method, and graphic charts 
are frequently used. However, in 
reading the statements, one often 
needs to focus attention on the re- 
lationship of certain values. Logical 
relationships expressed as ratios 
become an effective method of 
simplifying totals so that their 
value can be observed. 

An excellent article on ratio 
analysis gives nine examples of the 
many meaningful ratios that can 
be readily calculated by every hos- 
pital. A few of the suggested ap- 
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plications are the ratio. of current 
fund assets to current fund liabili- 
ties, inventory of supplies to aver- 
age daily census, and net patient 
accounts receivable to daily net 
earnings from service to patients. 
The author notes that developed 
ratios, to be adequately evaluated, 
should be compared with accepted 
norms on a national, state or local 
level.§ 

Bright Reading—Bright 
spots for quick reading are the 
question and answer articles ap- 
pearing regularly in hospital mag- 
azines. They cover the entire gamut 
from abstract theory to actual ap- 
plication. These short discussions 
of fund raising expense, allocation 
of the cost of employee perquisites 
and other subjects will prove men- 
tally stimulating to the account- 
ant.? 

Descriptions of machines, meth- 
ods and systems play an important 
role in the current literature. The 
administrator of a 33-bed hospital 
asserts that mechanization is not 
limited to large hospials, and he 
describes a surprisingly long list of 
advanced equipment used in his 
hospital.® 

The use of peg strip accounting 
forms is described in another con- 
tribution to the literature of 1960. 
This method has been used exten- 
sively in the food, bakery and simi- 
lar industries for many years. It 
has many varied applications for 
specific tasks requiring distribu- 
tions, accumulation and summari- 
zation. The system, combined with 
ingenuity in the design of forms, 
could be a time and money saver.® 

At a large university hospital, 
punch tape accounting produces a 


Spots in 


the author 


bill the patient can understand, 
provides the means for a detailed 
distribution of income and makes 
it possible to collect and analyze 
statistics that are helpful in pre- 
paring administrative reports.!@ 

Preadmission Interviews—A system 
of preregistration deserves consid- 
eration. One article describes a 
system utilizing telephone contact 
with patients who are to be ad- 
mitted within the next 44 to 48 
hours. Over the telephone, patients 
are less tense than they are at the 
moment of admission. These con- 
versations can create an impression 
of friendliness and desire to help; 
at the same time, they can obtain 
essential personal data and insur- 
ance and financial information. 
Admission forms can be prepared 
in advance, thus eliminating delays 
and confusion.!! Another author 
reports on preregistry of 70 per 
cent of patients, 50 per cent by 
telephone. !2 

Another contribution to the 
literature insists that each patient 
be treated as an individual, en- 
titled to respect and cordial con- 
sideration. The importance of the 
attitude and actions of the admis- 
sion clerks, telephone operators and 
nurses at time of admission is dis- 
cussed.18 

A comprehensive article, wel- 
come in the field, deals with ac- 
counting for blood inventory. This 
important activity has been given 
too little attention and space. De- 
scribed in detail are the accounting 
entries and dollar controls used by 
a large university hospital in re- 
cording blood transactions.!4 It is 
accompanied by pertinent remarks 
from a number of competent 
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sources. The controller of the hospi- 
tal gives the background of the sys- 
tem.15 But one business manager 
intelligently questions the need in 
many instances of the dollar con- 
trol; he favors the control by 
units.16 

The Problem of Uncollectable Accounts 
—A confusing subject deserving 
considerable attention is the prob- 
lem of reserving for uncollectable 
accounts and_ recording allied 
transactions. One hospital suggests 
keeping a record of the amounts 
of cash collected and the amounts 
written off for various groups. 
These accounts can serve as a basis 
for a calculation of the necessary 
reserve,!7 although one brief arti- 
cle explains the procedure for re- 
cording recoveries of accounts 
written off.18 

Attempts to attain basic objec- 
tives are continual. A strong plea 
for uniform accounting is made by 
a member of a firm of certified 
public accountants serving many 
hospitals. He advocates close ad- 
herence to the AHA’s basic ac- 
counting manual, Uniform Chart 
of Accounts and Definitions for 
Hospitals. Many benefits may be 
attained through basic uniformity. 
Achievement is not difficult as a 
vast amount of materials is avail- 
able to the bookkeeper to read and 
to use as a guide. The author 
insists that difficulties are encoun- 
tered primarily because those re- 
sponsible for uniformity have de- 
viated from the standard chart of 
accounts and departed from ac- 
cepted procedures.!9 

Out of duty or habit, most hos- 
pitals make cost studies, the qual- 
ity of which varies tremendously. 
When studied objectively, many 
studies are not valid because of 
apparent inconsistencies and in- 
accuracies in statistical analyses, 
and sometimes, in fundamental 
precepts. One article places em- 
phasis on the quality and applica- 
tion of data. Techniques in obtain- 
ing facts are discussed, steps in 
making studies are listed and de- 
pendability factors are stressed. 
Although not intending to discuss 
accounting techniques, the author 
deals well with basic concepts.?° 

Focused on hotels, but with many 
obvious applications to hospitals, is 
an article on budgeting and fore- 
casting. Utilization of unit control 
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in planning and measuring per- 
formance, combined with daily 
payroll reports, reportedly pro- 
duces results.?1 

Money for capital financing of 
hospital needs should be borrowed 
wisely. Basic criteria of sound fi- 
nancing include consideration of 
equity, interest and amortization 
of capital, prepayments, present 
source of funds and provisions of 
different types of loans.22 Ratios are 
frequently used in judging plans 
for financing.?3 

Accounting’s Role in Decade Ahead— 
The increasing pressure of public 
interest and inquiry into all areas 
of health services is pyramiding. 
In an address, the president of the 
AHA discusses Blue Cross and its 
relationship with the voluntary 
hospital system, public attitudes 
and understanding of hospital 
problems and other current issues. 
It is significant to note the import- 
ance placed upon accounting and 
good financial management in 
meeting the challenges of the 
times.?4 

A comprehensive report on the 
Blue Cross Plans of New York 
State was completed during the 
year. It was prepared at the re- 
quest of the state superintendent 
of insurance and the state com- 
missioner of health by a study staff 
at Columbia University. It analyz- 
es all facets of Blue Cross opera- 
tion including plan administration, 
state insurance department laws 
and regulations, subscriber bene- 
fits and rates, hospital utilization, 
costs and reimbursements.25 

The director of a graduate school 
of hospital administration discusses 
the determinants of hospital utili- 
zation, the question of bed supply 
and the meaning and implications 
of rising costs.26 Interest runs high. 
At a recent national meeting, in- 
surance commissioners scrutinized 
hospital accounting, reimburse- 
ment costs and the need for uni- 
formity. The AHA reviewed for 
the commissioners the activities 
of the association in these fields.2? 

The writer asks, ‘““Why wait for 
others to control us?” He contends 
that the doors are still wide open 
to protect the voluntary system of 
hospitals. “It is suggested that the 
expansion and development of hos- 
pital council programs is the 
answer to the external controls of 
hospital costs.”28 
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A hospital legal counsel states: 
“If something is to be done to pre- 
serve what remains of our volun- 
tary health system, no more time 
or talent can be wasted in the 
process.... We have a precious duty 
to preserve what hospital pioneers 
have worked for. The probiem 
seems to be basically a financial 
one. It is tailor-made to challenge 
the ingenuity and foresight of hos- 
pital accountants everywhere.”29 

One who is most capable in the 
field and is responsible for the fi- 
nancial management of a large 
group of institutions summarizes 
comprehensively but concisely the 
presentations made at an annual 
institute for accountants. High- 
lighted are the pertinent points 
in formulating an over-all plan for 
effective cost control and improved 
administrative procedures. A 
wealth of information, condensed 
into outline form, presents the 
principal items for consideration. 

Supporting remarks in the arti- 
cle, however, repeatedly emphasize 
the importance of the individual 
and the necessity to use his poten- 
tial capacity. Concluding state- 
ments say, “ . we can control 
things and their costs to a great 
degree. Where we are most lacking 
in the field of scientific manage- 
ment is in managers .. . Manage- 
ment is the art of developing 
people. It is not the doing of things. 
A good administrator gets things 
done through other people. What 
we, as top management, provide 
our personnel in terms of motiva- 
tion and environment will develop 
the most wonderful of all resources 
—those within employees them- 
selves.”’30 


Role of Accountant—A certified 
public acountant and an authority 
in the field of hospital accounting 
wrote about the accountant’s re- 
sponsibility to management. Em- 
phasis is on the accountant as a 
person and how he must work with 
and understand his colleagues and 
his administrator—how he must 
sell himself and his skills. The hos- 
pital accountant must recognize 
that his is a service function. The 
accounting is not an end in itself 
as are so many of the hospital 
functions. 

This author enumerates a num- 
ber of the desired qualifications of 
the hospital accountant, in addition 


to technical ability. He discusses 
the need for imagination and re- 
sponsibility in employee develop- 
ment. He mentions subjects of 
current interest, including fixed 
and variable costs, marginal cost 
concepts and special costs for spe- 
cial purposes, and he states: “It 
will be the accountant’s responsi- 
bility to lead the thinking in the 
area of rate structure modifica- 
tions, cost reimbursement formulas 
and financial planning for the care 
of the sick.”’3! 
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Accreditation standards 


revised 


Medical technology 
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THE JOINT COMMISSION ON 


ACCREDITATION. OF HOSPITALS 


has accredited 


prerequisites tightened 


X-ray technology school 


criteria rewritten 


ANNUAL ADMINISTRATIVE REVIEWS 


approvals and recognitions 


INTRODUCTION 

fio programs on approvals and 

recognitions discussed in this 
review are of particular interest to 
hospitals and are pertinent to their 
operation. Since the educational 
aspects of hospital operations are 
expanding at an unexpectedly high 
rate, this review does not attempt 
to cover all of the educational and 
service programs that may be car- 
ried on in any particular institu- 
tion. This review will deal only 
with formal recognition and ap- 
proval granted upon application of 
the individual institution, it does 
not intend to deal with theory or 
curriculum. 

Many, if not all, of the approv- 
ing agencies have different means 
of releasing data on the programs 
with which they are concerned. 
From necessity, the following must 
be designated as accurate accord- 
ing to different dates. 

Accreditation of Hospitals—The Joint 
Commission on Accreditation of 
Hospitals is an independent volun- 
tary nonprofit corporation devoted 
to improving the quality of care 
rendered to patients in hospitals. 
Its method of achieving this goal 
is to establish minimum qualitative 
standards of patient care and then 
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to invite all hospitals to surpass 
these standards by improving their 
services and facilities. 

The Commission represents four 
nonprofit organizations: The Amer- 
ican College of Physicians, the 
American College of Surgeons, the 
American Hospital Association and 
the American Medical Association. 
The Commission, incorporated un- 
der Illinois law with headquarters 
in Chicago, is financed by grants 
from the member organizations. 

Any hospital in the United States 
or its territories is eligible for sur- 
vey for accreditation if it is listed 
by the American Hospital Associa- 
tion, has 25 or more beds and has 
been in operation for at least one 
year. Request for survey should be 
made to the Director, Joint Com- 
mission on Accreditation of Hospi- 
tals, 200 East Ohio Street, Chicago 
11, Illinois. 

Because of the expanding de- 
mand for surveys, there is inevit- 
ably a period of delay between the 
time of request by a hospital and 
the time that a representative of 
the Joint Commission visits an in- 
dividual institution. Nevertheless, 
the itineraries of surveyors are es- 
tablished so that each hospital re- 


questing a survey is surveyed as 
soon as possible and the report is 
returned to the office in Chica- 
go for review and is then acted 
upon by the commissioners and the 
results sent to the hospital within 
a minimum period of time. 

The year of 1960 with the Joint 
Commission resulted in a major 
revision of the Standards for Hos- 
pital Accreditation, which were 
reviewed first in April of 1960 and 
then, as per the bylaws of the Joint 
Commission, tabled for considera- 
tion until its next meeting and 
then reconsidered by the board.! 

Among the revisions, attention is 
called particularly to the standards 
relating to: 

1. Pathology and Radiology. In- 
dexing of reports is no longer re- 
quired. It is suggested that for 
educational purposes, an index 
of interesting and unusual cases 
should be kept. This does not pre- 
clude a hospital from keeping a 
complete index where such is valu- 
able for study and research. 

2. Emphasis has been placed 
upon emergency services in care of 
mass casualties. 

3. Meetings of the medical staff. 

(Continued on page 52) 


HOSPITALS, J.A.H.A. 








“Polyethylene Can Liners more than pay for 
themselves in time and labor saved,” 
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says Walter A. Gr 


“To us the major economic advantage of polyethylene 
liners is the man-hours we save through reduced han- 
dling of refuse. We simply remove and incinerate the 
liners. 

“TI would estimate the value of this labor cost saving at 
about $400 a month. We save an additional $200 a year 
in Can replacement costs. We save more by using plastic 
Can Liners than we pay for the liners. Reduced handling 
of refuse cans brings the added benefit of eliminating a 
great deal of noise.” 

The experience cited by Mr. Grosse is typical. Other 
hospitals all over the nation report similar advantages in 
using Kordite Can Liners. 

In addition to making possible one-trip refuse dis- 
posal, these liners assure reductions of 50% to 90% in 
can sterilization time . . . decrease wear on metal cans 
through rust prevention. 


APRIL 16, 1961, VOL. 35 


ices, Los Angeles County 


We'd like you to prove for yourself the many advan- 
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Gentlemen: Please send sample hospital Can Liner Kit. 
No obligation on our part. 
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In this provision as outlined in the 
revised standards dated Dec. 1, 
1960, it is stated “The number and 
frequency of medical staff meet- 
ings shall be determined by the 
active staff and clearly stated in 
the bylaws of the staff.” In addi- 
tion, the revised standards state 
that the attendance requirements 
for all medical staff meetings shall 
be determined by the active staff. 
The requirements for each individ- 
ual member of the staff and for 
the total attendance at each meet- 
ing shall be clearly stated in the 
bylaws. Records of attendance shall 
be kept. 

The eligibility of an institution 
for survey for accreditation has 
been revised to the extent that the 
August 1959 requirements for list- 
ing of hospitals by the Ameri- 
can Hospital Association have been 
adopted by the Joint Commission. 
The Board of Commissioners voted 
on Sept. 17, 1960, to accept the 
1959 listing requirements, which 
imply that “Only doctors of medi- 
cine or doctors of osteopathy shall 
practice in hospitals listed by 
the American Hospital Association. 
(This requirement is not intended 
to eliminate dental and similar 
services from the hospital. Patients 
who are admitted for such serv- 
ices, however, must have an ad- 
mission history and a physical ex- 
amination done by a physician on 
the staff of the hospital and a phy- 
sician on the staff of the hospital 
shall be responsible for the pa- 
tient’s medical care throughout his 
stay.)’’2 

“The hospital shall submit evi- 
dence of regular care of the patient 
by the attending physician and of 
general supervision of the clinical 
work by doctors of medicine.” 

If doctors of osteopathy are 
practicing in the hospital then un- 
der the requirements for listing, 
the over-all supervision of the 
clinical work must be under a doc- 
tor of medicine (as chief of staff 
and chief of departments if depart- 
mentalized). There is no intention 
to divorce the attending physician, 
either M.D. or D.O., from his pa- 
tient, but the supervision of the 
clinical activities of all practition- 
ers must be conducted by an M.D. 

In addition to revising the Stand- 
ards for Accreditation of Hospitals 
in 1960, the Joint Commission also 
revised the publications, “Model 
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Medical Staff Bylaws, Rules and 
Regulations” and the surveyor’s 
report form. 

Also of major import is the publi- 
cation, “Explanatory Supplement 
to the Standards for Hospital 
Accreditation”, which was issued 
simultaneously with this recent 
revision, This explanatory supple- 
ment is, as stated by the director 
of the JCAH, to be used as a sup- 
plement to the basic standards, not 
as a substitute for the aforemen- 
tioned standards. 

At the end of last year, 3774 
hospitals were accredited by the 
JCAH. This includes those accred- 
ited for three years and for one 
year. The 1556 hospitals surveyed 
in 1960 for the purpose of accredi- 
tation are categorized as follows: 
1197 for three-year accreditation, 
285 for one-year accreditation, 70 
non-accredited, and 4 unsatisfac- 
tory surveys.3 

The program of the Joint Com- 
mission is rapidly approaching its 
goal of being one of the prime in- 
fluences on the improvement of 
health care in this country. Since 
its inception in 1952, the Com- 
mission has developed a program 
which is of value to every hospital 
in the United States, its territories 
and in many foreign lands. In ad- 
dition, it has led to and assisted in 
the establishment of a similar pro- 
gram in Canada under the Cana- 
dian Council on Hospital Accred- 
itation. This could not have been 
accomplished without the coopera- 
tion of the physicians, hospitals 
and all paramedical groups in this 
vast area of health care. 

Cancer Programs—Approval Agen- 
cy: American College of Surgeons, 
40 East Erie Street, Chicago 11, Il. 

For the last 30 years, the Ameri- 
can College of Surgeons has sur- 
veyed institutions for the adequacy 
of cancer programs. The Bulletin 
of the American College of Sur- 
geons publishes an annual list of 
approved cancer programs in hos- 
pitals. In 1960, there were 868 such 
programs listed.* This list includes 
cancer hospitals, cancer consulta- 
tion and treatment services and 
cancer consultation service. In ad- 
dition, 82 cancer registries were 
listed. A revision of the minimal 
requirements for cancer programs 
is underway and will be available 
upon request from the ACS. 

Dental Programs for Hospitals—Ap- 


proval Agency: American Dental 
Association, 222 East Superior 
Street, Chicago 11, Il. 

As the American Medical Associ- 
ation reviews the training programs 
for internships and residencies on 
a medical basis, the American 
Dental Association reviews and 
evaluates this same activity in its 
own field. In addition, the ADA 
reviews and evaluates dental serv- 
ices with or without training pro- 
grams. All of these services are in 
hospitals. 

At this writing, there are 565 
approved dental services, 192 ap- 
proved dental internships and 126 
approved dental residencies in hos- 
pitals. Of the 6845 hospitals listed 
in Part 2 of the Aug. 1, 1960, Guide 
Issue of this Journal, 2352 are re- 
ported as offering comprehensive 
dental services to patients on an 
inpatient or an outpatient basis.5 

Dietetics—Approval Agency: The 
American Dietetic Association, Die- 
tetic Internship Liaison Director, 
620 North Michigan Avenue, Chi- 
cago 11, Ill. 

The categories and numbers of 
approved dietetic internships as 
listed by the American Dietetic 
Association are as follows: Intern- 
ships in business and industry 
(emphasis on food service admin- 
istration)—-2; Internships in col- 
leges or universities (emphasis on 
food service administration)—5; 
Internships in food clinic (empha- 
sis on nutrition education and ther- 
apeutic dietetics)—-1; Internships 
in hospitals (emphasis on hospital 
food service administration and 
therapeutic dietetics) —55.® 

Hospital Administration—A pproval 
Agency: Association of University 
Programs in Hospital Administra- 
tion, 339 East Chicago Avenue, 
Chicago 11, Ill. 

This organization receives ap- 
plications from universities and 
colleges which have developed 
complete programs in hospital ad- 
ministration. This is not an official 
approval agency, because the re- 
quirements for membership are 
considered to be the standards nec- 
essary for an approved school in 
hospital administration. As of Jan. 
1, 1961, there were 16 such mem- 
ber programs registered by the as- 
sociation. 

American Hospital Association Listings 
and Approvals—Approval Agency: 
American Hospital Association, 840 
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or cleaner does not 
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... OR LEAVE MANY MICROORGANISMS UNHARMED 
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disinfectants are deadly to Staphylococcus aureus 
and tubercular bacilli. They do not “give up” like 
many other germicides. The broad-spectrum long- 
lasting kill power persists even in the presence of 
dirt. For example, blankets treated in dilute, luke- 
warm Santophen 1 solution stay germ-safe for 
weeks. 


THEY ARE PLEASANT 

Santophen 1 formulations have a mild, pleasant 
odor... one that’s easily masked if desired. And 
these disinfectants won’t stain or damage clothing, 
hospital linens, upholstery fabric, or carpeting. 


THEY ARE SAFE AND MILD 


At recommended dilutions under normal-use con- 
ditions, Santophen 1 formulations provide a broad 
safety margin against skin irritation. 
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North Lake Shore Drive, Chicago 
11, Ill. 

In 1954, the American Medical 
Association discontinued its pro- 
gram of registering hospitals. The 
American Hospital Association as- 
sumed this obligation in May 1955 
with the Listing of Hospitals pro- 
gram. 

The requirements for listing of 
hospitals and a listing of hospitals 
that fulfill these requirements are 
published each year in Part 2 of 
the August 1 Guide Issue of this 
Journal. As of last year, 6845 such 
institutions were listed in 50 states. 
In addition, there were listed 75 
hospitals in other United States 
areas, 63 U.S. government hospi- 
tals in overseas areas and 972 in 
Canada. This makes a total of 7955 
hospitals listed in the last Guide 
Issue. The decrease in the number 
of listed institutions from 8237 as 
noted in the 1960 administrative 
review to the figure of 7955 at this 
time is due to the transference of 
many institutions from the cate- 
gory of hospitals to nursing homes 
or related institutions. In the fu- 
ture, it is the intent that the Guide 
Issue shall have a separate cate- 
gory for nursing homes and allied 
institutions such as convalescent 
and rehabilitation facilities, so that 
all may be listed in their particular 
category.7 

The listing of a hospital is vol- 
untary on the part of the institu- 
tion and is not a requirement of 
any statute at this time. However, 
this listing is a prerequisite to ac- 
creditation by the JCAH, and also 
is required in certain other situa- 
tions. 

The requirements for the listing 
of inpatient care institutions other 


the author 


than hospitals (nursing homes, 
convalescent centers, etc.) were 
published in the administrative re- 
view for 1960 and remain essen- 
tially the same with the following 
amendment as approved by the 

Board of Trustees of the American 

Hospital Association on Nov. 18, 

1960: 

“4. Each patient shall be under the 
care of a duly licensed physician, 
shall be seen by a physician as 
the need indicates, and there 
shall be evidence of general su- 
pervision of the clinical work by 
doctors of medicine.” 

This is to align the requirements 
for nursing homes and allied insti- 
tutions with the requirements for 
listing of hospitals, thus allowing 
participation in patient care by 
doctors of osteopathy. At present, 
more than 100 nursing homes have 
been accepted by the AHA for list- 
ing, following survey. Institutions 
complying with the requirements 
are eligible for membership in the 
AHA. 

The AHA also participates in the 
listing of individuals participating 
in the health care field in the 
United States to the extent that 
following the compliance with the 
requirements and standards, there 
are now 110 architects on the ros- 
ter as issued by this Association 
and 24 fund-raising counsels on a 
similar list indicating compliance 
with the requirements pursuant to 
their particular field of endeavor. 

Since the 1960 administrative 
review, the Committee on Listings 
and Approvals of the AHA has 
been given the responsibility of 
approving original applications and 
renewals of nonprofit hospital serv- 
ice programs for entry or continu- 


J. R. ANDERSON, M.D., is an assistant director in the 
department of professional services of the American 
Hospital Association and assistant secretary, Coun- 
cil on Professional Practice. Dr. Anderson has been 
associated with the AHA for three and a half years. 

After serving as a staff physician at the County 
Hospital, San Luis Obispo, Calif., Dr. Anderson was 
associated with the American Medical Association 
as a field representative. He has also served as 
assistant to the director of the Joint Commission 
on Accreditation of Hospitals. 


ation in the director of Blue Cross 
Plans. At present, there are 79 
such plans operating in the United 
States and Canada which have 
complied with the requirements as 
established by the AHA upon rec- 
ommendation of the Council on 
Blue Cross, Financing and Prepay- 
ment. 

Librarianship—Approval Agency: 
American Library Association, 50 
East Huron Street, Chicago 11, Ill. 

Certain universities and colleges 
offer courses in hospital and medi- 
cal library programs. These pro- 
grams are accredited by the Amer- 
ican Library Association, and 11 
such courses were approved when 
this article was written.® 

Medical Record Library Science—Ap- 
proval Agency: Council on Medical 
Education and Hospitals, American 
Medical Association, 535 North 
Dearborn Street, Chicago 10, Ill. 

Although the official approval 
agency of these programs is the 
American Medical Association, the 
medical association works very 
closely with the American Associa- 
tion of Medical Record Librarians 
in evaluating the educational serv- 
ices offered. Presently, there are 29 
approved schools for medical rec- 
ord librarians. The list of these ap- 
proved schools is published each 
autumn by the AMA. In addition, 
the AMA council and the AAMRL 
survey and evaluate schools for 
medical record technicians. There 
are at present 12 such schools that 
fulfill the essentials as of Novem- 
ber 1960.9 

Medical 


Technology—Approval 


Agency: Council on Medical Edu- 
ation and Hospitals, American 


Medical Association, 535 North 
Dearborn Street, Chicago 10, III. 
As of November 1960, there were 
734 approved schools for medical 
technologists. In evaluating these 
programs, the AMA Council on 
Medical Education and Hospitals 
works with the American Society 
of Clinical Pathologists and its 
board on registry and schools. The 
house of delegates of the AMA at 
its meeting in June 1958 approved 
the recommendation that as of Jan. 
1, 1962, three years of college will 
be required for admission to ap- 
proved schools of medical technol- 
ogy. This is already evident in the 
fact that 237 already require three 
years of preclinical college educa- 
tion (double that of the last re- 
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port). Some require four years, 
but the majority still require only 
two years. The number of schools 
having college or university affilia- 
tion rose in one year from 503 to 
528. As quoted in the Journal of 
the AMA, if properly integrated, a 
degree is available upon comple- 
tion of three years of college edu- 
cation followed by one year of hos- 
pital training in 507 (69 per cent) 
of the 734 approved schools.9 

Medicine—Approval Agency: 
Council on Medical Education and 
Hospitals, American Medical Asso- 
ciation, 535 North Dearborn Street, 
Chicago 10, Ill. 

Evaluation of medical schools— 
both those of the full four-year 
group and the two-year basic sci- 
ence group—are surveyed and 
evaluated by the AMA council in 
cooperation with the Association of 
American Medical Colleges. There 
are now 81 approved four-year 
schools and four basic science 
schools listed by the AMA. In ad- 
dition, there are medical colleges 
in various stages of development. 
To be approved by the council and 
the AAMC, a school must have 
completed a full course of four 
years. The 12 approved medical 
schools in Canada are all four-year 
courses. 

The internship review commit- 
tee that evaluates and approves 
such programs consists of repre- 
sentatives from the Council on 
Medical Education and Hospitals of 
the AMA, the AHA, the AAMC, 
the Federation of State Medical 
Boards of the United States, and 
the American Academy of General 
Practice. In October 1960, there 
were 12,580 internships available 
in 865 hospitals in the United 
States. 

Residency review committees 
function in cooperation with the 
Council on Medical Education and 
Hospitals; these committees are 
composed of representatives of the 
AMA, the specialty boards, and or- 
ganizations concerned with the 
particular residency program in- 
volved. These organizations include 
the American College of Physicians, 
American College of Surgeons, and 
the American Academy of General 
Practice. As of October 1960, resi- 
dency review committees had ap- 
proved 5686 residency programs 
throughout the country, compris- 
ing 1307 hospitals and 31,733 resi- 
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dencies. This includes training in 
30 specialities.1° 

Nurse Anesthetists—Approval 
Agency: American Association of 
Nurse Anesthetists, Prudential 
Plaza, Chicago 1, Ill. 

This association is the official ap- 
proval agency for hospital schools 
for nurse anesthetists. As of this 
writing, there were 123 approved 
schools. The list of such schools is 
published by the American Associ- 
ation of Nurse Anesthetists and is 
available from that organization. 


In 1960, the brochure “Accred- 
itation of Schools of Anesthesia for 
Nurses” was extensively revised. 
Educational training on the part of 
future nurse anesthetists was in- 
creased to the degree that by July 
1962 all approved courses shall be 
of 18 months duration, rather than 
12 months as in the past. This 
brings the total number of hours 
of clinical experience to the figure 
of 450 and hours of clinical work 
instruction to at least 250.1! 

(Continued on page 191) 
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follows this penetrating point. Cutting sides are not needed to facili- 
tate passage of the needle—the hole is therefore that of a taper point 
needle. In summation, the Deknatel ‘K’ Needle has all the advantages 


of both conventional types and none of their disadvantages. 


The Deknatel ‘K’ Needle is neither cutting nor taper needle but an 
all-purpose combination of both. O.R. preparation is simplified. A 
single Deknatel ‘K’ Needle may be stocked instead of the two formerly 
required: conventional taper and cutting. With this standardization 
of one for two, there are savings in inventory and storage space. 


MAIL THIS COUPON FOR FREE SAMPLES AND LITERATURE 


DEKNATEL, 96-66 222 Street, Queens Village 29, L. I., N. Y. 


SEND FREE SAMPLES OF THE DEKNATEL ‘K’ NEEDLE 
(Please specify type and size desired, such as ‘Skin, 3-0 Silk’’) 





NAME 








bs HOSPITAL 





Auxiliary’s place in hospital ‘mosaic’ 


analyzed 


Volunteer service awakens teen-agers 


to community responsibility 


Need for emotional maturity stressed 


ANNUAL ADMINISTRATIVE REVIEWS 


auxiliaries and volunteer service 


by MRS. ANNE GROSS 


INTRODUCTION 


UXILIARIES and volunteers have 
A achieved fullblown recogni- 
tion for their contribution to the 


American hospitals. Indeed, one 
hospital administrator has stated: 
“Failure to use the full potential 
of your auxiliary, or failure to 
have an auxiliary at all, is not fair 
to your hospital.’! 

This recognition has been paral- 
leled by the sober examination of 
the place of the auxiliary and in- 
service volunteer in the hospital 
family, the relationship between 
the administrator and the auxil- 
iary and the structure of the volun- 
teer service within the hospital. 

Although the traditional triple 
role of the auxiliary has not 
changed—raising funds, telling the 
hospital story, serving the patients 
—the auxiliary’s security in the 
hospital family has encouraged it 
to use imagination and strength in 
developing new projects for pa- 
tient service and in helping to 
cement the relationship between 
hospital and community. 


CURRENT PRACTICES 
Auxiliary’s Place in the Hospital Mo- 
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saic—The year 1960 found ad- 
ministrators taking a good look at 
themselves to see if they were 
utilizing their auxiliaries to the 
fullest extent. In New Jersey, the 
state hospital association and the 
state association of hospital auxil- 
iaries held a one-day workshop to 
examine the relationship between 
administrator and auxiliary and 
to promote better channels of 
communication between these two 
important members of the hospital 
team. The need for better commu- 
nication echoes through the year’s 
literature, with heavy emphasis on 
person-to-person contact between 
administrator and auxiliary mem- 
bers, between volunteers and em- 
ployees and between the auxilian 
—volunteer and the public.35 

Communication of hospital in- 
formation is essential if the auxil- 
ian is to carry an effective hospital 
story in her day-to-day conversa- 
tions, both for public relations and 
fund raising purposes. However, 
“restricting the auxiliary to the 
traditional roles of fund raising 
and public relations is to permit a 
tremendous source of energy and 
support to go to waste.’ 

The development of a healthy 


volunteer program within the hos- 
pital also rests on the free flow 
of information from an interested, 
accessible administrator. Volun- 
teers must understand hospital 
policies;there must be no misun- 
derstanding between volunteers 
and employees; the auxiliary, al- 
though enthusiastic, must not take 
on too much authority. For these 
reasons, many hospitals with large 
auxiliary groups have found it ad- 
vantageous to employ a paid direc- 
tor of volunteers.* 

Thoughtful auxiliary leaders, 
too, have studied their role in 
the administrator-auxiliary rela- 
tionship, alert always to the dan- 
ger of stifling enthusiasm in an 
attempt to harness energy. “It has 
been my observation’’, one leader 
says, “that hospital auxiliaries are 
actively working to attain their 
proper place in the hospital organ- 
ization. They are striving toward a 
better comprehension of their role 
as a ‘supplemental department’ of 
the hospital which must function 
efficiently . . . but still must not 
lose the particular ‘flavor’ exem- 
plified by the words ‘amateur’ and 
‘voluntary.’ 6 

(Continued on page 59) 
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Another leader reminds auxil- 
iaries that the privilege of being 
a member of the hospital family 
carries with it a threefold respon- 
sibility to the administrator: loy- 
alty (including discretion), confi- 
dence and consideration. Just as 
the administrator must maintain 
his channels of communication 
with the auxiliary, so must the 
auxilary keep the administrator 
informed.’ 

Auxiliaries do not just happen. 
They are the results of months, 
sometimes years, of careful plan- 
ning by the hospital administrator 
and community leaders.®.9 Legal 
considerations in formalizing aux- 
iliary organization should not be 
overlooked: bylaws, incorporation, 
on-the-job accident and liability 
insurance for volunteers.10,11 

Telling the Hospital Story—Creating 
a favorable image of the hospital 
in the public eye is not merely de- 
sirable, it is a must. Complacency 
on the administrator’s part in this 
regard can be ruinous. Crucial 


jury decisions may hang on this 
image. 

The dedicated members of the 
auxiliary constitute a fertile source 
for the person-to-person campaign 


that best tells the hospital story. 
The administrator bears primary 
responsibility for informing and 
energizing the auxiliary.5!2 Once 
inspired, the auxiliary, in coopera- 
tion with the hospital’s public re- 
lations department, will develop 
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many tools for promoting good 
community relations. Starting with 
thorough orientation of auxiliary 
members and volunteers, an auxil- 
iary public relations committee can 
take the time to examine the little 
things that together make a tre- 
mendous impact on the larger 
public beyond the hospital.!3 

The essence of the person-to- 
person public relations program is 
that it tells a human story in hu- 
man terms. One author puts it 
succinctly: “Everything we do for 
the hospital, from equipping the 
nurses’ gym to equipping a new 
operating room, will affect your 
Aunt Clara. The hospital knows it 
and we know it. Our task is to tell 
Aunt Clara.”}8 

Service to the Community—Intensi- 
fied effort by hospitals and aux- 
iliaries to create a favorable pub- 
lic image has brought hospitals 
closer to the indirect health needs 
of the community. A feeling of 
being needed and useful is neces- 
sary in every full, healthy life. 
Volunteer service is often the ave- 
nue to this fulfillment. Hospitals 
welcome new types of volunteers. 
With careful organization, screen- 
ing and orientation, the young and 
the old, men and women and even 
patients can contribute positively 
to the volunteer program.15-17 

Patient Volunteers—‘“‘The concept 
of patients helping other patients 

. is as old as state hospitals. 

What is new . is an attempt 


to organize the “volunteer” pa- 
tients’ activities,’ states a super- 
vising psychiatrist.1® Although the 
therapeutic results for the patient 
volunteer motivate this develop- 
ment, several authors point out 
that the patient volunteer has pro- 
vided elderly patients with much 
more individual attention than em- 
ployees can give.!9 Physicians have 
declared that “it is well known 
that people who have suffered 
mental disorders and have recov- 
ered usually have a much more 
sympathetic understanding of the 
problems of those who are still 
il],”’20 

An unusual experiment has suc- 
cessfully placed mentally limited 
teen-agers in a general hospital 
setting. This program was worked 
out in cooperation with the Dela- 
ware Association for Mentally Re- 
tarded Children, which selected 
“educable” candidates. The plan 
had the full support of the hospi- 
tal’s director of nursing. These 
“limited” teen-agers were assigned 
such tasks as folding towels and 
caring for other supplies in the 
central sterile supply department, 
sorting pillow cases for the ironing 
machine, separating baby linens, 
etc. The reciprocal rewards of this 
experiment are worthy ‘of note. 
The hospital was served. Simulta- 
neously, as a community agency, 
the hospital was able to provide a 
gratifying education and work sit- 
uation for a community group with 


THE INCREASING number of 
teen-age volunteers in the 
hospital continues to be an 
outstanding feature of the 
total volunteer effort. Vol- 
unteer service helps awaken 
youngsters to their commu- 
nity responsibilities and 
also helps them realize the 
potentialities of a hospital 
career. 





restricted opportunity.2! 

Several new auxiliary projects 
show the closer link between the 
hospital and the community. Ex- 
amples are getting absentee bal- 
lots to patients on election day?2 
and offering a training class for 
baby sitters.23 

The Teen-Age Volunteer—Among 
all types of hospital volunteers, 
the increase in the teen-age group 
continues to be outstanding. Al- 
though the junior volunteer of 
today remains tomorrow’s most 
likely candidate for a health ca- 
reer, a note of nurturing the “al- 
truistic” citizen has crept into the 
past year’s discussion of this phe- 
nomenon. 

Volunteer service is an _ ideal 
way to awaken in young people a 
sense of community responsibility. 
Furthermore, young people need to 
engage in constructive endeavors 
to realize their potentialities and to 
gain the status they desperately 
desire.24 Not only do young people 
learn how to work and what they 
can work at through volunteer 
service, but also they learn about 
the community and how to get 
along with people. Through so- 
cial and civic responsibility, they 
broaden their outlook.25 

Recognition came to the teen- 
ager in 1960 when 10 junior hospi- 
tal volunteers were invited to at- 
tend the White House Conference 
on Children and Youth.26 To such 
young citizens, exuberant in their 
drive to express themselves, hospi- 
tals owe dependable support and 
supervision. The American Hospi- 
tal Association manual, The Teen- 
age Volunteer in the Hospital, 
should be studied carefully by any 
director of volunteers contemplat- 
ing the enlistment of teen-agers. 


the author 


Managing the Inservice Program—As 
the number of volunteers increases 
and as administrators become less 
timid about using volunteer serv- 
ice throughout the hospital, the 
responsibility to give volunteers 
adequate direction becomes more 
pressing. A director of volunteers 
points out the crucial need for the 
volunteer to receive full supervi- 
sion from her three “heads”—the 
director of volunteers, the head of 
the department to which she is 
assigned and the auxiliary presi- 
dent or service chairman. Only 
when volunteers are fully (even 
though indirectly) supervised will 
high morale be sustained.2? 

The director of volunteers must 
be a skillful diplomat as well as an 
able administrator. The need for 
training this important hospital 
executive has been proven. Ex- 
cellent training institutes are of- 
fered several times a year by the 
AHA for beginners and experi- 
enced directors. Indicative of the 
attention to training was the first 
institute for directors of volunteer 
service in mental hospitals.” 

Understanding Patients—Judging 
from increased contact between 
volunteers and the “difficult” pa- 
tient, volunteers are making great 
strides in their understanding of 
the psychology of illness. Two hos- 
pitals have established “mother 
banks” to provide stand-in mothers 
for emotionally disturbed infants 
or for children who need extra 
nonmedical care. “Mother bank” 
volunteers stay on their cases, 
working daily, in contrast to the 
more familar mother substitutes 
who visit the ward once a 
week.2?9,30 

Volunteers also are giving serv- 
ice to the depressed or lonely pa- 
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tient in the general hospital. 
Through an arts and crafts pro- 
gram in the orthopedic ward, vol- 
unteers have re-awakened an in- 
terest in living among depressed 
patients facing a crippled future.*! 
The volunteer hostess not only has 
brightened the stay of lonely out- 
of-towners in a large metropolitan 
hospital, but she also has supplied 
useful hospital information to pa- 
tients reluctant to question the 
busy professional staff.*2 

The “Inner”? Volunteer—What kind 
of person is the volunteer? What 
are her motives and her rewards 
in serving the patient? A fascinat- 
ing study follows the female vol- 
unteer from teen-ager to senior 
citizen and discovers varying mo- 
tives as the life cycle progresses. 
As a teen-ager, she needs to be- 
long to a group with recognized 
status, to learn about the vital 
matters of life and death, to think 
about a career. As a young adult, 
she seeks career definition and an 
escape from familiar routine. The 
young married woman may use her 
premarriage training, not needed 
at home, for hospital service. Dur- 
ing the middle years, the widow 
or the woman with a grown family 
comes to the hospital to fill the 
emptiness in her heart and to find 
identification with a compatible 
social group. The senior citizen 
finds in volunteering a link of re- 
latedness to productive society. 

A psychiatrist underscores the 
need for emotional maturity in 
hospital volunteers. “We need in- 
telligent facing of problems, mod- 
eration in mood and a reasonable 
consistency in thought and action. 
We need, if we are to assist others, 
particularly those who are in need 
of emotional support, the ability 
to assume responsibility and the 
ability to care for others—not just 
the sweet and pretty, but the crude, 
the loud, the unpleasant and the 
ungrateful.” 

“The emotionally mature volun- 
teer is no passing phenomenon to 
be shaken out of her billet when 
sufficient paid personnel is avail- 
able. The volunteer is an impor- 
tant entity in her own right; she 
brings something unique and irre- 
placeable to the therapeutic com- 
munity. The patient reacts to her 
as a friend from the outside world 

. . a blessed, helpful, mature and 
dedicated friend.’’4 


HOSPITALS, J.A.H.A. 





The patient and the hospital are 
not the only recipients of the 
mature volunteer’s service. Many 
persons have suggested that “the 
greatest value of the volunteer 
service is the contribution to the 
volunteer herself.’”’5 

Perhaps this is a key to the 
amazing growth of auxiliary-vol- 
unteer programs in hospitals. Each 
participant—patient, hospital, vol- 
unteer, community—has something 
to gain, spiritually as well as ma- 
terially. 


REFERENCES 


. Bramlett, E. C. Hospital auxiliary— 
vital member of the hospital team. 
South.Hosps. 28:23 Aug. 1960. 

. New Jersey auxiliaries—administrators 
hold Pe workshop’. AUX.LEADER 1:14 
Jan. 

A sax cae R. Getting down to essentials. 

AUX.LEADER 1.12 Feb. 1960. 

. Parrish, M. H. Administrators view 

their auxiliaries. Hosp.Mgt. 89:51 Jan. 


1960. 
. Randolph, A. K. Evanston hospital 
morning coffee hour. AUX.LEADER 1:4 


Jan. 1960. 
. Gaillard, P. Auxiliary’s place in_ the 
a ital mosaic. AUX.LEADER 1:1 Sept. 


. Milton, H. Our threefold responsibility 
to the administrator. AUx.LEADER 8 
Jan. 1960. 

- Danielson, J. M. Importance of plan- 
ning, AUX.LEADER 1:14 Nov. 1960. 

. An auxiliary is born. AUX.LEADER 1:6 
Nov. 1960. 

. Regan, W. A. Hospital volunteers and 
the law. Hosp.Prog. 41:114 May 1960. 

. Ludiam, J. E. Auxiliary incorporation 
—yes, no, or maybe. AUX.LEADER 1:1 
Aug. 1960. 

. Wonacott, C. E. Friend at court. Aux. 
LEADER 1:1 Jan. 1 

. Milton, H. Substances of good public 
relations. AUX.LEADER 1:11 June 1960; 
1:12 July 1960. 

x —— on a volunteer. AUX.LEADER 

1 Jan. 

3 Shcerae helps out in . iad 
shop. AUX.LEADER 1:11 Feb. 1960. 

. Male volunteers. HOSPITALS, J.A.H.A. 
34:27 Aug. 1, 1960. 

. Pavorsky, B. Volunteering for step-by- 
step rehabilitation. Ment.Hosp. 11:21 
March 1960. 

. Saucier, D. S. and Hoda, C. P. Patients 
— patients. Ment. Hosp. 11:57 June 


. Shuman, I. Ex-patients make good 
volunteers. Ment.Hosp. 2:28 May 1960. 

. Doom, M. B. Experiment in community 
service. HospPITALs, J.A.H.A. 34:53 Feb. 
16, 1960. 

. Election day project pa. = to 

atients. AUX.LEADER 1:8 Oct 

‘ inds, W. L. Training class ae ‘baby 
sitters. AUX.LEADER 1:12 March 1960. 

. McCreech, R. B. Junior volunteers—a 
new dimension in volunteer service. 
AUX.LEADER 1:1 March 1960. 

. McLaughlin, F. C. New concepts in 
education for community responsibil- 
ity. J.Am.A.M.Rec.Librns. 31:140 Aug. 


1960. 

. Young volunteers lunch with senators 
—express views—during White House 
Conference. AUX.LEADER 1:6 June 1960. 

. Gross A. The Volunteer with three 
— HospPITALs, J.A.H.A. 34:48 May 16, 

. Conference report. Ment.Hosp. 11:54 
April 1960. 

. Reed, D. World’s first “mother bank.” 
Today’ s Health. 38:52 June 1960. 

. Osmundsen, J. A. Hospital seeking 
stand-in mothers. Child-Family Digest 
19:36 March-April 1960. 

. These volunteers go ‘the second mile’. 
AUX.LEADER 1:6 March 1960. 

. Chapman, B. M. Volunteer visits keep 
patients’ spirits up and complaints 
down. Mod.Hosp. 94:118 April 1960. 

. Young, G. What motivates the volun- 
teer. Hosp.Forum 2:15 Feb. 1960. 

. Braceland, JF. J. “Thou shalt thyself be 
served .. .” AUX.LEADER 1:6 Feb. 1960. 

" McAfee, H. B. Volunteer service— 
‘career of the spirit’. Aux.LEADER 1:1 
April 1960. w 


APRIL 16, 1961, VOL. 35 





sHye 
0” 


at no cost! 


|= lack of registered nurses is 
being described as an ‘‘explosive 
situation’’ today by leading hos- 
pital administrators. There is a 
remedy for this, however, that is 
available immediately and without 
cost. 


Television sets for patients, pro- 
vided by Wells, save hospital 
labor, increase hospital income, 
and boost patient morale. The 
patient’s ability to follow a pattern 
of activity that is familiar at home 
produces a sense of security. And, 
with the Wells Hi-Fidelity remote 
control unit in the palm of his hand, 
the patient’s diversion with TV re- 
duces needless requests by 30%. 


Modern electronic communica- 
tions, leased by Wells, provide bet- 
ter patient care, save labor and 
overhead, augment hospital 
income. Equipment is especially 
designed for hospital use; every 
installation engineered for individ- 
ual requirements. ~ 


TELEVISION & RADIO — Master Antenna System and Hi-Fidelity Remote Control. 
DOCTORS’ PAGING —Lightest, smallest pocket receiver. 
NURSE CALL — Instant patient-nurse talk-back saves nurses’ time. 


ATLANTA 





BOSTON Get the Facts Today! 


CHATTANOOGA 


WELLS TELEVISION, INC. 
CHICAGO 666 Fifth Avenue 
DALLAS New York 19, N. Y. 


pene I'd like to know how TV for patients can increase 
my staff efficiency by 30%; please send complete 





HOUSTON 
LOS ANGELES 
MINNEAPOLIS 

OMAHA 
PHILADELPHIA 


ST. LOUIS ADDRESS 


WASHINGTON 


MIAMI CITY 


information. 


NAME & TITLE, 





HOSPITAL. 








eee 2 eee if See 








ANNUAL ADMINISTRATIVE REVIEWS: chronic illness 


by ERNEST B. MORRISON, Ph.D. 


e Aging conference sets climate for renewed 


interest 


e Hospitals explore liaison with nursing homes 


INTRODUCTION 


ITHOUT question, the White 

House conference on aging 
held in early 1961 created a re- 
newed interest on the part of 
government, social service, profes- 
sional organizations and nonpro- 
fessional groups in the problems of 
the aged and chronically ill. The 
over-all result was the sudden 
realization on the part of many 
who had never before been per- 
sonally or professionally involved 
with the problems of the aged that 
this was a big problem and one 
that must be dealt with immedi- 
ately. If nothing else were to come 
out of the White House conference, 
we can be thankful for the aroused 
interest on the part of the lay pub- 
lic to do something about the pres- 
ent level of care given to many 
chronically ill and aged. 

It must be recognized that even 
though the growing number of 
older people is continuing to in- 
crease, they can and should be our 
greatest asset. They not only have 
years of valuable experience be- 
hind them, but they possess skills 
and knowledge that we, as a na- 
tion, cannot afford to lose or dis- 
sipate. We can, and must, assure 
these senior citizens that they are 
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needed and wanted, and that we 
are willing to provide opportuni- 
ties for housing and medical care 
for them. 


CURRENT PRACTICES 


Hospital Care—The community 
hospital administrator must feel a 
moral obligation and realize that if 
things can be handled, they should 
be handled within his hospital.! 
Perhaps the voluntary hospital has 
waited too long to face its respon- 
sibility to the patients who are al- 
coholics, neurotics, psychotics, or 
aged and infirm. Nursing homes, 
county homes, or voluntary homes 
for the aged are not always the 
answer for the most adequate med- 
ical and nursing care.? 

“Chronic illness in its acute 
stage requires the high quality 
complex diagnostic and treatment 
facilities of a general hospital.’ 
The hospital must continue to in- 
clude the education of medical and 
nursing personnel for better un- 
derstanding of the care of the aged. 
It must share in research and in- 
vestigation along with the medical 
profession as it relates to the care 
of the chronically ill, and it must 
continue to meet the community 
needs for the bedside care of the 
ill and injured even when the pa- 


tient is over 65 years old. 

Some of the medical and psy- 
chological problems of the aged, as 
they relate to care in general hos- 
pitals, and the problems of trans- 
ferring these patients from the 
hospital to their own homes or 
nursing homes have been re- 
viewed.4 

Ecological and social forces sug- 
gest that utilization by the aged of 
hospitals will rise.5 The aged will 
continue to use hospitals as long as 
they can obtain their health insur- 
ance benefits in hospitals. 

However, planned hospital con- 
struction of today may not be a 
good prototype for the future in 
the housing of the aged.® 

Hospital-Nursing Home Liaison—A|- 
though there are differences, a 
general hospital can conveniently 
operate a nursing home with bene- 
fits to both units. One author, in his 
analysis of this team approach 
points out the advantage to the 
hospital and home in sharing serv- 
ices such as purchasing, accounting 
and laboratory procedures.? Ten 
advantages of a combined hospital- 
nursing home operation have been 
listed and a request for careful 
long-range planning, cooperation 
and integration of all facilities has 
been given.’ 

Hospital-nursing home liaison, 
made possible through board ac- 
tion of both institutions, is de- 
scribed.2 A ready exchange of 
patients between hospitals and 
nursing homes cuts down on costs 
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of operation and makes available 
immediate and adequate medical 
care for the aged. 

Although it is generally agreed 
that patients with long-term ill- 
nesses and disabilities usually can 
be given the best care in chronic 
disease hospitals or annexes, it has 
been suggested that conversion or 
use of existing facilities be em- 
ployed until the desirable facilities 
can be provided.10 

Nursing Homes—The evolution of 
a modern home and hospital for 
the care of the aged, although not 
ideal, seems to be the most practi- 
cal and the easiest method of pro- 
viding shelter and care for these 
patients, Furthermore, “Aged peo- 
ple do not adjust well with differ- 
ent ethnic groups and are much 
happier among their own kind.’’!! 

Alternatives to hospital care for 
the patients needing long-term 
care are listed by one author. He 
concludes that the goal of keeping 
the hospital reasonably free to 
treat active cases can be achieved 
by developing additional facilities 
and services for those who do not 
require hospital care.!2 

The American Institute of Ar- 
chitects published a guide that in- 


cludes philosophy and suggestions 
on good building practices when 
planning facilities for the aged. 

A survey of geriatric nursing 


facilities in Michigan showed that 
the type of service needed varies 
with the condition of the patient. 
Shortages of resources in many in- 
stances prevent patients from re- 
ceiving adequate medical care. The 
study suggests that some organiza- 
tion is needed whereby the physi- 
cal condition of the patient would 
determine the choice of institu- 
tion.14 

Home Care Program—F unctional 
‘“hhome care” programs are bring- 
ing back the sparkle in the eyes 
and the smiles on the lips of many 
of our chronically ill and aged. 
Cooperation of community agen- 
cies, hospitals and physicians is 
again proving that in America 
when we are presented with a se- 
rious problem, local communities 
can come up with an answer. 

In one town, the hospital not 
only supplies equipment for out- 
of-hospital care for any patient 
better off at home, but also meets 
all physicians’ charges if the pa- 
tient cannot pay them himself. 
“Nearly all communities have on 
hand the various services and 
equipment we offer. All we've 
really done is to integrate and 
coordinate them for use in the 
home,” states one writer. 

A county home care program 
can be successful. One project got 
its start through grants from fed- 


FOR THE patient suffering from a chronic illness, home care programs can supply the necessary 
out-of-hospital medical care that is needed. Professionally trained personnel working through 


the cooperation of community agencies and the hospital supply this care. 
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eral, state and local agencies. Phy- 
sicians working with this county 
plan concede that their problems 
are recruiting and retraining 
trained personnel. However, the 
county physicians enthusiastically 
state that the program is justi- 
fied. 16 

As one of a series of studies on 
coordination of health services for 
patients with long-term illnesses, 
the Council of Jewish Federation 
and Welfare Funds, Inc., states in 
its report: Close working relation- 
ships between home care programs 
and general hospitals are essential 
to effective service.!7 

Another writer in a preliminary 
assessment of the Cornell Home 
Care Program, discusses home care 
in medical education. He reports 
the inclusion of a home care pro- 
gram as a part of medical train- 
ing.18 

It has been stated that approxi- 
mately 70 per cent of the chroni- 
cally ill and aged patients in general 
hospitals today can be cared for 
in their own homes if they are ac- 
ceptable for the patients’ continued 
care and meet the optimum needs 
of the patient.!® Patients are hap- 
pier in their own homes than any- 
where else, even than in the best 
nursing homes which, to the pa- 
tient, are still institutions, 

It has been demonstrated that it 
is possible and feasible to establish 
close and effective liaison between 
the home care program and the 
hospital, and between nursing 
homes and foster homes. If the 
professional team approach is used 
and if all needed services required 
by the patient are provided, the 
effectiveness of the liaison is even 
more pronounced.”° 

Personnel— Long-term care in the 
general hospital will have its effect 
on the physical therapy depart- 
ment. One author, in a review of 
developments of patient care serv- 
ices in general hospitals, lists and 
discusses effects as they relate to 
general hospitals’ physical therapy 
departments and their thera- 
pists.2! 

Because of a concern that social 
services should be an integral part 
of the services provided for hospi- 
talized patients with long-term ill- 
nesses and because they are essen- 
tial to “total care’, five hospitals 
made a special study of this mat- 
ter. The major findings are re- 
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ported, leaving some question as 
to the adequate use of social serv- 
ices for attainment of total patient 
care in long-term illness.?2 

A paper written in Finland on 
nursing care points to the nurse as 
the person closest to the patient. 
This paper states that this is a 
privilege that the nurse should un- 
derstand and use for the greatest 
good of the patient.23 

A down-to-earth article on nurs- 
ing care of chronically ill patients 
suggests that nurses re-evaluate 
their position, hopefully with a 
change of attitude concerning the 
needs of the chronic patient.?4 

The American Nurse Association 
in its Statement of Standards for 
Nursing Care in Nursing Homes, 
declared that all nursing homes 
should provide direct supervision 
of nursing :care by a registered 
nurse.25 . 

A much needed study of food 
service practices in nursing homes 
was completed in Milwaukee.?6 The 
results indicated a need for im- 
provement in the food service 
practices of all the homes studied 
and pointed out the importance of 
an educational program stressing 
nutrition in the total care of the 
patient. 

Health Care and Rehabilitation—The 
first concern of those who care for 
the aged is to know the patient as 
a person. In this way, personnel 
must assume the responsibility of 
keeping in proper focus the idea 
that the patient’s needs will be 
provided when and where he needs 
them.?27 

There is a great potential for 
useful activity in the older indi- 
viduals of any community. One 
writer suggested that a local round- 
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table will bring to light many ways 
of giving the aged person an op- 
portunity to play his role fully in 
the life of the community.*8 

In a report on utilization of 
medical care, three separate but 
interrelated topics were consid- 
ered: How sick are older people? 
How important are financial re- 
sources in the utilization of medi- 
cal care? Which ones seem to be 
the “very sick” in the older popu- 
lation?29 

A preliminary report on a study 
of nursing needs focused mainly 
on the range of problems investi- 
gated, the methods used and some 
of the preliminary findings of 
methodological and substantive in- 
terests.30 

An article on health problems of 
the aged discussed obesity, acci- 
dents and the influence of habits as 
having signal importance, because 
they represent areas in which posi- 
tive action can be taken, invaria- 
bly with benefits.*! 

An area that is not too well de- 
fined but which has great signifi- 
cance concerns the substitution of 
prosthetic devices for sensory or 
motor losses. It has been pointed 
out that not only are glasses, hear- 
ing aids and artificial limbs nec- 
essary, but corrective surgery in 
many cases is also worthwhile and 
sometimes is physically and eco- 
nomically advisable.*2 

In another article, the clini- 
cal characteristics common to the 
chronically ill are summarized. The 
authors propose that the attain- 
ment of competence in dealing 
with the patient’s feelings and the 
skills of interviewing and counsel- 
ing must be developed and must 
be an objective of physicians who 
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are being asked to treat chronic 
illnesses.33 

Finally, a note of hope is seen 
in an article that says, “. . . the 
old-timer is not running away 
from life; he is trying to hold on 
to it. Whatever is within his field 
must withstand the critical atti- 
tude of continued observation.”34 
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ANNUAL ADMINISTRATIVE REVIEWS: disaster planning 


INTRODUCTION 


‘ia LITERATURE On medical dis- 
aster planning published dur- 
ing the past year emphasized the 
need for constant development and 
revision of medical disaster plans 
to include more intensive, cooper- 
ative, flexible and effective health 
services that will meet every type 
of emergency. 

The discussions and presentations 
at the Conference on Disaster 
Medical Care, sponsored by the 
National Security Council of the 
American Medical Association and 
featuring the U.S. Public Health 
Service division of health mobil- 
ization for disaster, would be an 
asset to the reference file of per- 
sons or groups interested in im- 
proving their present preparedness 
status. 

Almost every type of disaster 
information was presented, includ- 
ing an expanded training program 
for greater utilization of health 
services manpower, health re- 
sources management, utilization of 
reserve military units and govern- 
mental employees in Civil Defense, 
operational and training programs 
for the use of Civil Defense emer- 
gency hospitals and the general 
health mobilization programs for 
the 1960’s. Presentations also 
brought out the seriousness of in- 
ternational relationships as they 
exist today and, without exhorting 
the need for immediate action, each 
person sensed his civic responsi- 
bility and the urge to increase the 
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e Emphasis on disaster plans and their revision 


in emergencies 


e Disaster responsibilities of hospital 


departments outlined 


e Disaster experience discussions and preparedness 


preparedness program in his local 
hospital and community. 

Manual Published—The foremost 
accomplishment of the Office of 
Civil and Defense Mobilization 
(OCDM) during 1960 was the 
completion and issuance of the Na- 
tional Plan for Civil Defense and 
Defense Mobilization.! This plan 
establishes nonmilitary courses of 
action to aid survival and to deter 
aggression. In the plan, which will 
have approximately 40 annexes, 
every phase of planning, organiza- 
tion and action is defined to enable 
the nation to survive an attack and 
to recover from it.? Special com- 
mendation is due the health mobi- 
lization division of the United 
States Public Health Service, which 
has produced an outstanding con- 
tribution to medical disaster plan- 
ning literature in a manual entitled, 
Health Mobilization Course.3 More 
than 30 subdivisions of this pub- 
lication give data for determining 
emergency and health needs of the 
nation and for setting up training 
courses throughout the country in 


virtually every phase of health 
mobilization. 

Many plans pertaining to dis- 
aster medical care have been re- 
ceiving the joint consideration of 
various health groups during re- 
cent years and some have advanced 
to the point of practical applica- 
tion during the past year. It was 
gratifying to learn that the Federal 
Communications Commission set 
aside five radio frequency channels 
for the daily use of hospitals.* 

Civil Defense Planning—During the 
year, hospital administrators and 
Civil Defense personnel have been 
offered access to mass casualty 
training facilities of the armed 
forces and other governmental 
agencies. Civil Defense is the 
“way” to reduce the potential 
death toll of a national emergency 
by millions; it is a deterrent to 
enemy aggression, and it is the as- 
surance of the survival of this na- 
tion. As stated by President Dwight 
D. Eisenhower and published in the 
Civil Defense Bulletin of Dec. 7, 
1960: 
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“Total defense is incomplete and 
meaningless without reliable and 
responsible home defense. Survival 
cannot be guaranteed by our ca- 
pacity for reprisal. Equally impor- 
tant is our ability to recover.’ 


CURRENT PRACTICES 


Disaster Service—Our New Year 
assignments should include a reap- 
praisal of the hospital disaster plan 
based on new potential hazards 
within the hospital or in industrial 
or military establishments situated 
in the community. The added obli- 
gations of mutual aid to nearby 
communities because of develop- 
ment in these areas must be con- 
sidered. The appraisal must also 
include any additional hospital fa- 
cilities made in the area and also 
other health and safety services 
that have been made available dur- 
ing the past year. 

In scrutinizing the disaster plan 
and departmental check lists, it is 
helpful to have available a refer- 


(RIGHT) In time of disaster, the problem of 
communications can be solved by utilizing the 
five radio frequency channe!s set up for hos- 
pital use by the Federal Communications Com- 
mission. Six transmitters and a teletypewriter 
make up the equipment in the “radio shack"’ 
at the Lake Charles (La.) Memorial Hospital 
where disaster information can be quickly 
broadcast to police and medical personnel. 
(BELOW) Emergency medical service units, 
such as this 200-bed civil defense emergency 
hospital, are also ded in disaster plan- 
ning. Use of these hospitals illustrates the 
advantage of coordination between all dis- 
aster planning agencies. 





APRIL 16, 1961, VOL. 35 


ence file of current hospital litera- 
ture® and a reliable and standard 
reference such as, Principles of Dis- 
aster Planning for Hospitals.’ It has 
been recommended by the Ameri- 
can Hospital Association’s Disaster 
Planning Committee that a revi- 
sion be made of this manual with- 
in the next year to include the 
latest developments and concepts 
in medical disaster planning. It is 
the intention of the committee to 
keep the new manual as Clear, con- 
cise and simple as the present edi- 
tion and to support it by annexes 
or supplements as is necessary to 
give greater detail to any special 
phase of disaster service. What 
constitutes a good hospital disaster 
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plan can be found in the literature 
of 1960.8 

A statement of understanding 
between AHA and the Salvation 
Army with respect to disaster plan- 
ning and disaster relief was ap- 
proved by the AHA Board of Trus- 
tees on May 19, 1960. The purpose 
of this statement was to define the 
responsibility of each organization 
and to set a pattern by which local 
hospital administrators and the 
Salvation Army officer in charge 
might coordinate their personnel 
and service facilities.9 

The advantage of utilizing per- 
sonnel from various disaster relief 
agencies can be realized when hos- 
pital administrators take the initi- 
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ative in formulating plans and 
practice drills among all commu- 
nity relief agencies. Periodic dem- 
onstrations and drills at the hos- 
pital will familiarize the rescue 
groups with the procedure for hos- 
pital evacuation, the location of 
fire exists, the plan for traffic con- 
trol both inside and outside the 
hospital and the emergency set-up 
of the hospital to receive and treat 
mass casualties.10 

Training—In the reception and 
treatment of mass casualties, there 
is usually a lack of trained medical 


personnel. In our concept of ther- 
monuclear warfare, when millions 
of casualties will be simultaneously 
produced and may outnumber 
physicians 500 to one, there will 
be great need for well trained 
paramedical personnel. This group 
will assume duties outside their 
normal assignments, including 
minor surgical procedures without 
medical supervision. They will also 
assist with more serious cases 
which must be supervised and di- 
rected by a physician, because a 
diagnosis must be established prior 
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to the application of surgery.1! 

Recommendations have been 
made to classify the various types 
of paramedical personnel and to 
outline specifically the limitations 
of each group. This would include 
training all physicians, regardless 
of their specialties, in the practice 
of disaster medicine; training den- 
tists and veterinarians in effective 
life-saving and first-aid measures 
in order to assist the medical pro- 
fession; training nurses to enable 
them to perform effective and life- 
saving first-aid measures, and 
training medical and dental tech- 
nicians, technologists of all cate- 
gories and occupational and physi- 
cal therapists in the application of 
life-saving measures.!2 

Drills—Of U.S. hospitals, 90 per 
cent have a disaster plan on paper, 
75 per cent have held one or more 
exercises for the evacuation of pa- 
tients or for the reception of mass 
casualties, and only 40 per cent 
have coordinated their plans with 
those of Civil Defense or other 
agencies within the community. 

The report of the disaster pro- 
gram of the Beckley (W. Va.) Me- 
morial Hospital tells of the advan- 
tages gained by pericdic drills 
resulting in the revising of their 
disaster plan.!% 

The simulated nuclear attack in 
Pittsburgh, having 13 established 
hospitals and one 200-bed Civil 
Defense emergency hospital par- 
ticipating with the hospital coun- 
cil, county medical society, Uni- 
versi‘y of Pittsburgh and the Civil 
Defense Agency, illustrates the ad- 
vantage of coordination between 
all disaster planning agencies. A 
casualty drill at Ann Arbor, Mich., 
was also reported in this article.' 
The close cooperation of testing a 
disaster plan on a county-wide alert 
is reported by the hospitals at Paris, 
Ky.15 One author reports of a 
“tornado” drill held at St. Charles, 
Tll.;46 emergency evacuation and 
exit drills are described by an of- 
ficial of the Minneapolis fire de- 
partment.17 

Departmental Responsibilites—Nurs- 
ing educators realize their respon- 
sibility in teaching disaster nurs- 
ing care to student nurses. This 
training in preparedness equips the 
nurse to function better in casualty 
drills and in time of disaster. She 
is taught to anticipate the vast 
number of casualties and the 


HOSPITALS, J.A.H.A. 





shortage of medical personnel and 
supplies.!8 The nurse will need to 
make decisions and compromise the 
standard methods of customary 
practice with the concept of doing 
the greatest good for the greatest 
number of casualties. In a disaster, 
the nurse must accept and begin 
with existing conditions, utilizing 
whatever is available.19 

The disaster plans and objectives 
of the American Dietetic Associa- 
tion for the coming year are ex- 
pressed by the chairman of a com- 
mittee on disaster feeding and Civil 
Defense planning. They include 
collecting disaster plans of individ- 
ual dietary departments and con- 
tinuing to accumulate disaster ex- 
periences of ADA members who 
have seen service in extreme nat- 
ural emergencies. From the infor- 
mation compiled on these two 
projects, the committee expects to 
produce a disaster feeding manual 
during the current year.?° 

Medical Responsibilities—The role of 
the physician in time of disaster is 
to help laymen meet their own 
health needs until organized medi- 
cal services can reach them, to ex- 
tend his own capabilities to render 
disaster medical care that may be 
out of his normal specialty, and to 
assist in the training of profes- 
sional health workers and laymen 
for specific mobilization assign- 
ments in health services.2! It has 
been accepted by most physicians 
and hospital administrators that 
hospital disaster planning and dis- 
aster medical care are but part of 
a system of preparedness and a 
method of affording protection in 
all types of natural and national 
disasters. Civil Defense is the sys- 
tem of preparation for carrying out 
all emergency assignments to cope 
with every type of disaster, in- 
cluding protection and survival in 
all-out war.?2 

As stated by one writer, “Sur- 
vival of the nation requires altered 
concepts of casualty management. 
The least injured who have the 
greatest productive potential 
should have the highest treatment 
priority. Short, life-saving surgical 
procedures must have precedence 
over long complicated cases. No 
plan is any better than the individ- 
ual doctor, nurse and other person- 
nel who puts it into operation.’’?* 

Disaster Experiences—Much can be 
learned from the reports on Hur- 
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ricane Donna that passed across 
Florida and along the eastern sea- 
board last fall. A summary of the 
hurricane gives an account of the 
precautions taken by all hospitals 
rendering service in its path. 
Standby electric generators were 
part of the standard equipment 
of 43 of the 46 hospitals where 
electric power from commercial 
sources was disrupted. This report 
illustrated the advantages of an 
impartial critique of the services 
rendered and the points to be re- 
viewed on the check list of all hos- 
pitals. The problem of communica- 
tions and its possible solution by 
the use of two-way radio systems 
points out the need for hospitals 
to utilize the five radio frequency 
channels assigned to hospitals by 
the FCC.%4.25 

Two train wrecks were also re- 
ported in hospital literature. One 
dealt with a smaller hospital in 
Ohio which received 20 surgical 
patients at 9 p.m. on Sunday when 
only three physicians, three nurses 
and three nurse aides were on duty. 
This brings out why it is recom- 
mended that the disaster plans be 
made around conditions as they 
exist at 2 a.m. on Sunday.?6 

The second railroad disaster in- 
volved a passenger train. It had 11 
coaches and was traveling at 80 
m.p.h. when it collided with a truck 
carrying 7000 gallons of oil. This 
accident resulted in 14 deaths and 
63 injured. In the words of the ad- 
ministrator of the hospital, which 
received the victims, “We would 
urge all hospitals to reconfirm or 
establish disaster plans in order to 
meet catastrophic events such as 
we experienced.’’27 

Civil Defense—Assistance has been 
given by the AHA and the Ameri- 
can Medical Association in develop- 
ing health service programs for 
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Civil Defense and training courses 
for emergency hospital manage- 
ment. Every indication points to 
closer cooperation and participa- 
tion during the year with the medi- 
cal programs of Civil Defense and 
the Health Mobilization division of 
the U.S. Public Health Service. 
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The engineer contributes to 


infection control 


Essential electrical services grow 


in scope 


Management practices gain 


in importance 


ANNUAL ADMINISTRATIVE REVIEWS 


engineering and maintenance 


by LELAND J. MAMER 


INTRODUCTION 


He construction and mod- 
ernization programs are still 
on the upswing to meet the grow- 
ing needs of the public, and the 
hospital engineer finds himself very 
much involved in these programs. 
He also finds that the everyday 
functions of his job have increased 
because of new ideas, materials, 
methods and specialized equipment 
that continue to find their way into 
the hospital field. Keeping up with 
all these requires much reading 
and studying, but unless he does 
this, the engineer will find it diffi- 
cult to carry out his responsibilities. 

A glance at the articles pub- 
lished in various hospital, engi- 
neering and architectural maga- 
zines in 1960 will identify the wide 
range of subjects involving the 
hospital engineer. 


CURRENT PRACTICES 


Infection Control—Perhaps the 
most significant subject discussed 
last year is control of staphylo- 
cocci through a well organized in- 
fection control program.! Since the 
engineering department is respon- 
sible for the operation and main- 
tenance of the equipment of all 
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areas and departments in the hos- 
pital, it is only natural that the 
chief engineer should be a member 
of the infection control committee. 

The engineer is already familiar 
with the necessity of providing 
180°F. water necessary for disin- 
fection of utensils and linens and 
of maintaining adequate steam 
pressure and supply for this pur- 
pose. He also knows the impor- 
tance of maintaining temperatures 
below 50°F. for safe storage of 
food as well as biologicals, and 
also of keeping all food processing 
equipment in good repair. He un- 
derstands that the water supply 
must be safe, supplied to all areas 
of the hospital without any cross 
connections to nonpotable water 
sources and that back-siphonage 
devices must be installed on all 
submerged inlets. 

The engineer also knows that all 
sterilizing equipment must be well 
maintained and provided with ade- 
quate steam pressure to ensure 
proper sterilization. He is aware 
that dust particles are carried in 
air streams and, therefore, that 
heating, ventilation and air-condi- 
tioning systems must be properly 
maintained to control air motion 


as well as to reduce the number of 
particles that are introduced into 
the air supply. These are areas 
that the engineer is familiar with, 
and as a member of the infection 
control committee he can contrib- 
ute much to the solution of this 
problem.? 

Air Conditioning—Although more 
existing hospitals are installing air- 
conditioning systems, and it is now 
generally accepted that all new 
hospitals must be completely air 
conditioned, most articles still 
place emphasis on the operating 
areas. Air-conditioning engineers 
still have not determined how to 
design simultaneously for: (1) 
control of electrostatic hazards; 
(2) efficient removal of flammable 
anesthetic vapors and odors; (3) 
physical comfort of the operating 
room occupants, and (4) maxi- 
mum air quality within the oper- 
ating room from a bacteriological 
point of view.* Temperatures from 
70 to 75°F. and relative humidity 
of 50 to 60 per cent are generally 
preferred, although temperatures 
as low as 65°F. for certain lengthy 
operations may be requested. By 
suitably draping the patient, his 
thermal comfort can be main- 
tained. 

The quality of the air is impor- 
tant and, therefore, the source of 
entering air must be seriously con- 
sidered. Although up to 50 per cent 


of the air may be recirculated, 100 
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HOW ST. MARY'S KEPT OPERATING 
WHEN MINNEAPOLIS WAS BLACKED OUT 


Surgical teams busy in eight operating rooms... three delivery rooms 
in use .. . what a time for a power ernergency! 

Yet when a power outage occurred at St. Mary’s in Minneapolis, it 
was practically unnoticed. For this hospital had a GM Diesel Gener- 
ator Set standing by for just such an emergency. 


Chief Engineer Harry Anderson says the GM unit came on the line 
immediately, carried the hospital’s complete emergency load. Sur- 
geons reported the GM Diesel Stand-By Generator Set took over the 
load so fast they had no idea power had failed. 

During the power outage, the 200-KW Generator also provided 
power for food-service electric dumb waiters, elevators, two portable 
X-Ray machines, blood bank refrigeration and laboratories. 


No question that a GM Diesel Generator Set, used for stand-by pro- 
tection, was a good investment for St. Mary’s Hospital. It will be a 
good investment for your hospital too. Units are available from 134% 
to 260 KW, or multiples thereof, to meet the needs of all hospitals. 
Call your GM Diesel distributor for full details—he’s in the Yellow 
Pages under “Engines, Diesel.” Or write direct for illustrated 
brochure, “‘Emergency Power for Hospitals.” 


DETROIT DIESEL ENGINE DIVISION, 
GENERAL MOTORS, DETROIT 28, MICH : 


in Canada: GENERAL MOTORS DIESEL LIMITED, London, Ontario 
Parts and Service Worldwide 


GMM DIESEL ALL-PURPOSE POWER LINE ssistisstncrto 


APRIL 16, 1961, VOL. 35 


73 





BECAUSE hospital construction and modernization programs are definitely on the upswing, the 
hospital engineer is finding himself involved in new functions as his job takes on additional 
responsibilities. Knowledge of management principles is becoming more important in hospital 
engineering, and liaison between the engineer and the administrator is more important than ever. 


per cent fresh air is preferred be- 
cause outdoor air is generally con- 
sidered free of pathogens. How- 
ever, contamination of fresh air 
can take place if (1) the source is 
near exhaust ducts; (2) air-han- 
dling equipment is not kept clean; 
(3) filters and ducts are not tight, 
and (4) filters are omitted from 
air outlets. 

Providing high quality air in- 
cludes satisfactory air distribution 
within the operating room. Several 
designs involve the use of portions 
of the ceiling for supply outlets, 
with exhaust registers on side 
walls. Such designs are generally 
accepted as the most satisfactory. 
Theoretically, an ideal form of air 
flow would be from a_ supply 
source in the ceiling to an exhaust 
in the floor. This would constantly 
“bathe” the patient with air free 
of pathogenic organisms.4 

For an air-conditioning system 
to function properly—and this is 
also true for heating and ventilat- 
ing systems—there should be au- 
tomatic controls that adjust interior 
conditions to the varying outdoor 
conditions so that the occupants of 
the space are generally satisfied. 
Thus, automatic temperature con- 
trols are a vital part of the success- 
ful operation of any system de- 
signed to (1) provide comfort; (2) 
effect operating economies while 
maintaining accurate temperature 
and humidity, and (3) maintain 
safety when it becomes necessary 
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to shut down fans because of fire, 
or motors and compressors because 
of overheating and lack of water.5 
Because air conditioning is costly, 
adequate controls are necessary to 
operate the system as efficiently 
and effectively as possible. 

Older hospitals and smaller hos- 
pitals planning air conditioning for 
operating rooms may do well to 
consider installing portable or 
window-type units, which can be 
purchased in sizes up to 3 tons 
capacity. Such installations give 
satisfactory results and are less 
costly than a central system.® In- 
stallation can be made in one room 
at a time, generally without clos- 
ing down the entire operating suite. 

Electrical Services—Perhaps the 
most vital and extensively used 
utility service in the hospital today 
is electricity. The engineer must 
learn all he can about electrical 
distribution systems and their com- 
ponent parts in order to cope with 
the increasing demand for elec- 
tricity. 

Several authors have thoroughly 
explained the systems used today 
and their components, such as 
types of transformers; main dis- 
tribution panels, with their dis- 
connect switches, protective de- 
vices, such as fuses and thermal 
cut-outs; power and lighting pan- 
els, and emergency circuits serving 
fire alarm systems, exit lighting 
and emergency lighting.* Because 
of the increased demands, the en- 


gineer and the administrator some- 
times need to be reminded that 
they should be prepared for power 
failures resulting from both inter- 
nal and external causes.9!° The 
engineer must know the limits of 
the electrical system in his hospital 
and should inform the administra- 
tor accordingly. 

Lighting has perhaps added more 
than its share to the increased de- 
mand for electricity.1! In review- 
ing the many articles on lighting, 
we note that lighting levels have 
increased tremendously in the last 
10 years. This has occurred in all 
areas of the hospital, including 
the patient’s room and operating 
suites.12.13 

One hospital set up some essen- 
tial requirements to develop a bed 
light that would be satisfactory. 
These requirements were to (1) 
provide excellent reading illumi- 
nation regardless of patient’s posi- 
tion; (2) supply general illumina- 
tion in the room; (3) be free of 
moving parts; (4) obviate the need 
for examining lights, with few ex- 
ceptions; (5) blend aesthetically 
into the background: (6) be rea- 
sonably priced, and (7) not inter- 
fere with orthopedic frame equip- 
ment.!2 

These requirements cover the 
essentials for designing a light for 
a specific purpose, whether it be 
a patient light, an operating room 
light or a light for general illumi- 
nation. 

Heating Systems—Heating systems 
involving high-temperature hot 
water (HTHW) and steam were 
discussed in several articles.!4-25 

Some advantages of a HTHW 
system are: (1) ease of handling 
variable loads on the boiler; (2) 
reduction in size of piping and ac- 
cessories; (3) lines can be run 
level and above or below existing 
utility lines, either underground 
or within the building; (4) process 
steam can be produced at remote 
points from central boiler plant 
in multi-building layout, and (5) 
low maintenance costs because of 
fewer auxiliaries requiring detailed 
maintenance. 

Five basic components make up 
the HTHW system. These are the 
boiler or source of energy, the ex- 
pansion drum and pressurization 
system, the piping system and con- 
trols, the circulating pumps and 
the end-use heat transfer surfaces 
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for comfort and process heating. 
All these components are similar 
to the conventional system, so the 
engineer does not need to learn 
new equipment, but only new prin- 
ciples of application of the HTHW 
system.15 

Management and Maintenance Pro- 
grams—Knowledge of management 
principles is becoming more im- 
portant in hospital engineering. 
The engineer should know the two 
basic phases of management: or- 
ganization and administration. 
These involve planning what to do, 
deciding how to do it, taking ac- 
tion and checking results.1® Close 
cooperation between the adminis- 
trator and the engineer is neces- 
sary to develop an understanding 
of how management tools can help 
the engineer carry out mainte- 
nance programs. 

Once the engineer understands 
the management of his department, 
he can then assist all departments 
by helping them to plan changes 
or develop good preventive main- 
tenance programs.!7.18 He also must 
be sure that the mechanics under 
his supervision learn how to man- 
age their work schedules to avoid 
interfering with the operation of 
other departments. There are many 
articles on this subject and each 
discusses now the engineering de- 
partment can carry out its re- 
sponsibilities.19 One article even 
stresses the need for a well planned 
spare parts storage program.?° 

Painting—Many hospitals still do 
not have facilities for spray paint- 
ing, but they should know what 
is required to provide such facili- 
ties, especially for furniture re- 
finishing.?! 

Too often, furniture is neglected 
because of lack of equipment and 
space to provide for a good re- 
finishing shop. However, before the 
engineer requests a_ refinishing 
shop, he should know what he 
needs. Equipment includes a paint 
gun, an air compressor and air 
regulator, a paint container, an air 
strainer and necessary piping. Also, 
a paint spray booth must be pro- 
vided, with fans and water spray 
nozzles in discharge air so that all 
exhaust air leaving the spray booth 
is clean. A sewer connection must 
be provided to carry the contami- 
nated water away. 

The spray booth must be large 
enough to hold the largest piece of 
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furniture and still allow room for 
it to be moved or turned during 
the spraying operation. The gun, 
either pressure fed or suction fed, 
should be adaptable to all antici- 
pated needs. The refinisher must 
understand the operation of the 
equipment and, of course, must 
know how to prepare the furniture 
for refinishing. 

Another article describes the 
further development of fire-retard- 
ant paints. These paints were first 
used extensively during World War 
II, but never became very popular 
outside the armed services and 
various government agencies. 
However, the paint industry has 
continued its research and has 
now developed “noncombustible” 
paints. These paints provide all the 
qualities of a good paint; i.e., ease 
of application, good decorative ap- 
pearance, washability and suitable 
durability.22 

The Underwriters Laboratories 
have set up a flame-spread classi- 
fication for fire-retardant paints. 
Manufacturers will furnish the 
buyer with a technical data sheet 
that shows the U.L. classification 
as well as other pertinent infor- 
mation regarding coverage, type of 
undercoating, drying time, surface 
preparation, etc. 

Knowledge of other types of 
paints is useful in developing spec- 
ifications that will satisfy varying 
hospital requirements.27 New syn- 
thetic materials are used in one 
new high quality paint that is 
easier to apply, dries in less than 
one hour, is almost odorless, has 
excellent color retention and is 
tough and washable.”4 To deter- 
mine what is best for any hospi- 
tal’s needs, it is recommended that 
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experiments be undertaken with 
several types of these new paints. 
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LELAND J. MAMER entered the hospital field in 1934 
at Evanston (Ill.) Hospital as assistant chief engi- 
neer. He became chief engineer in 1937. In 1950, he 
joined the staff of St. Luke’s Hospital, New York 
City, as director of buildings in charge of nonpro- 
fessional service departments. In addition to his re- 
sponsibilities in these two positions, Mr. Mamer also 
served as hospital consultant in planning, building 
and equipping four large buildings comprising pa- 
tient areas and supporting services. In February 
1960, Mr. Mamer became manager of plant and 
maintenance at New York University Medical Cen- 
ter, at which an extensive construction program is 


now in progress. 





Mr. Bryce L. Twitty, Administrator of 
Hillcrest Medical Center, Tulsa, Okla., says: 


“Honeywell thermostats on the wall 


nurses for more important duties and 








Mr. Twitty stands in the bedroom of a two-room private 
suite—a new innovation at Hillcrest Medical Center. 
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relieve our 


help cut costs.” 


HILLCREST MEDICAL CENTER, TULSA, OKLAHOMA 
North Wing—Boiler Plant: Donald McCormick, Architect 


H. Lyman Cauvel, Engineer 


Matee Children’s Wing: Hugh Humphries, Architect 


Carnahan & Thompson, Engineers 


Individual room thermostats free nurses from chambermaid 
chores. And a Honeywell DataCenter keeps a constant 
watch over the entire heating-cooling system. 


Because our payroll is the largest part of our budget, anything we can 
do to relieve our nurses of time-consuming chambermaid chores is a 
cost savings. Thanks to the alert planning of our architects and engineers, 
we have realized such a savings by installing Honeywell individual room 
thermostats. They eliminate such jobs as opening and closing windows 
and procuring blankets—thus freeing the nurses to attend to more 
important duties. In addition, our heating costs can be reduced because 
thermostats in vacant rooms can be turned down.” 


Honeywell has also installed a Supervisory DataCenter* at Hillcrest. 
Through a panel in the building engineer’s office, the entire heating- 
cooling system can be checked and adjusted. The engineer can check 
humidity and temperature in surgery, in delivery rooms, in nurseries and 
in any floor or wing of the hospital. An alarm system is also provided for 
the oxygen and nitrous oxide systems. 


Hillcrest Medical Center has been in operation since 1918. The present 
expansion, which includes the Mabee Children’s Hospital, North Wing 
and Nurses’ Residence, is the largest single building project in its history. 
Presently, plans are being completed for a new psychiatric clinic. Each 
of the new buildings will be controlled by the Honeywell DataCenter. 
The older Hillcrest buildings will also be controlled by the DataCenter. 


The DataCenter eliminates constant trips throughout the hospital and 
assures the finest, most economical comfort at all times. 


To learn how Honeywell Controls can help reduce the costs of operat- 
ing your hospital, see your architect or engineer. Or call your nearest 
Honeywell office. If you prefer, write to Honeywell, Dept. HO- 4-173, 
Minneapolis 8, Minnesota. * Trademark 


Honey 


Manufacturing in United States, United Kingdom, 


HONEYWELL INTERNATIONAL 
Sales and service offices in all principal cities of the world. iH 
Canada, Netherlands, Germany, France, Japan. 
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Newly installed Honeywell DataCenter will even- 
tually control entire heating-cooling system for all 
Hillcrest buildings. 
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e Need stressed for creativity in changing times 


e Accent on management skills for the dietitian 


e Food service in smaller hospitals studied 


INTRODUCTION 


fms ONE central theme that 
shows up again and again in 
the 1960 literature dealing with 
hospital food service is the need 
for creativity and vision. Leaders 
in the field herald a new approach 
to problems that have been per- 
mitted to go unsolved for years 
and cite the benefits of analytical 
thinking, judgment, initiative and 
confidence used in generous quan- 
tities in dietary department man- 
agement.! 

Dietitians have been challenged 
to become adept in human rela- 
tions, personnel work, fiscal con- 
trols, and all of the management 
functions required to run a big 
business.2 Training focus is at top 
management level and on the de- 
velopment of supervisory person- 
nel, which is where it should be. 
After several years of preliminary 
work, the American Dietetic Asso- 
ciation has launched a pilot study 
in training food service supervi- 
sors.3 

Hopefully, the end result may be 
hospital food that not only meets 
the nutritional requirements of the 
medical program but can meet the 
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standards of the best commercial 
food service in terms of attractive, 
appetizing and satisfying meals 
produced within budgeted cost. 


CURRENT PRACTICES 


Cost Control— Emphasis on the use 
of standardized recipes was one 
approach to this perennial prob- 
lem discussed in 1960. The author 
says that “standardization is as 
applicable to hospital food produc- 
tion as it is to the commercial caf- 
eteria’* and illustrates her point 
with two recipe formats adaptable 
to hospital use. 

Listing excessive waste, over- 
production, spoilage, poor control 
of food, and inadequate purchas- 
ing procedures as possible built-in 
food cost hazards, one dietitian 
says that a director of dietetics 
must not only consider and control 
these, she must analyze hidden la- 
bor expenses. She advocates per- 
sonnel flexibility in order to uti- 
lize a labor force to its full capacity. 

A simple accounting system is 
presented by an author who has 
used it and asserts that the opera- 
tion required only 15 or 20 min- 
utes a day.® 





ANNUAL ADMINISTRATIVE REVIEWS 


food service and dietetics 


by MRS. CORA E. KUSNER 


Modular, Mobile Equipment—After 


several years of talk about stand- 
ard pan sizes, such utensils are fi- 
nally coming into common use. A 
food service specialist working in 
the equipment industry says that 
increasing demands are being 
placed upon the manufacturer for 
what she calls “container conti- 
nuity”. Food storage, preparation 
and service can now be comforta- 
bly handled in two or three stand- 
ard sizes of pans. Portable racks 
of all kinds, ovens, steamers, re- 
frigerators and warming cabinets 
are being made in stock sizes to 
accommodate 12 by 20 insets and 
18 by 26 bun pans or multiples of 
these sizes, without waste space. 

Kitchen equipment is no longer 
installed on tile and concrete bases. 
In an increasing number of new 
installations, almost all equipment 
is mobile for economical and effi- 
cient operation. Types of equip- 
ment on wheels include tray line 
food stations, dish and tray dis- 
pensers, and tray delivery carts.® 

Other items in common use are 
wheeled tables for slicers, toasters 
and grills. A few manufacturers 
are supplying large casters on 
heavy-duty equipment; others will 
furnish such items on special spec- 
ification. Wheeled refrigerator 
shelving of several types is now 
available and is a great improve- 
ment over stationary shelves. 

One article on kitchen planning 
states that portable equipment 
saves thousands of steps for work- 
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ers and goes on to list supply ta- 
bles, landing tables, pot racks for 
both clean and soiled utensils, dol- 
lies for mixer bowls, and portable 
bins for various purposes. The au- 
thor also suggests that all portable 
equipment should have two of the 
casters with locking devices.9 
Sanitation—The type of mobile 
equipment mentioned will go a 
long way toward better sanitation 
practices in a food service unit. 


However, the consensus seems to 
be that special stress is needed on 
the people involved in maintaining 
good sanitation. One contributor, 
in discussing management’s role in 
sanitation, says that “human rela- 
tions skills are very important. 
Good food service sanitation is 
achieved primarily by good peo- 
ple whose motivation is the pri- 
mary job of sanitation and food 
service managers’’.10 


(ABOVE) Portable equipment of all kinds is moving into the hospital 
dietary department. No longer is kitchen equipment installed on tile 
and concrete bases, but an increasing amount of new equipment, 
including dish and tray dispensers and tray delivery carts, is now 
mobile for economical and efficient operation. (BELOW) Ideally, die- 
tary internships should allow enough time for learning how to deal 
with patients or for teaching good patient-dietitian relationships. 
Unfortunately, this is not true in most programs. 


Another author, stressing the 
importance of the human element, 
suggests that reference material 
and visual aids be provided for 
continuing education of employees. 
Her comment is that without the 
understanding of employees, their 
belief in what they are doing, their 
desire to do a good job, any sani- 
tation program will fail.1 

Along with current hospital con- 
cern about infections, a public 
health report of staphylococcal 
food poisoning is important. Stat- 
ing that this type is overwhelm- 
ingly the most prevalent of food- 
borne infections in the United 
States, the author concludes: 

“The widespread presence of 
pathogenic staphylococci among 
healthy persons insures widespread 
contamination of food regardless 
of care in handling. Therefore, rec- 
ommendations for control of this 
disease have one objective: to pre- 
vent the staphylococci present in 
cooked protein food from forming 
enterotoxin. In the absence of pre- 
cise knowledge, the following 
standards were arbitrarily chosen 
to protect cooked protein food: 40° 
F. as the maximum temperature 
for keeping cooked protein food 
cold; 140°F. as the minimum tem- 
perature for keeping cooked pro- 
tein food hot; three hours as the 
maximum length of time for keep- 
ing cooked protein food at temper- 
atures between 40° and 140°F.’’!2 

Diet Therapy—An excellent study 
of diet therapy as it is practiced 
today calls for a focus on the pa- 
tient rather than on the disease 
and for thinking in terms of lib- 
eralization, simplification and indi- 
vidualization.!% Offering suggestions 
for building good dietitian-patient 
relationships, another author la- 
ments the lack of time for patient 
contacts and says that most die- 
tetic internships do not allow 
enough time for learning how to 
deal with patients. He believes 
that the administrator of a mod- 
ern hospital ought to fit this pa- 
tient-oriented facet of dietary op- 
eration into his organization.'4 

Acknowledging the need for 
more and better patient contacts 
and individualized diet therapy, 
one wonders how these can be 
achieved when there exist hospi- 
tals with 50 admissions daily and 
only one dietitian doing therapeu- 
tic work. Such a situation calls for 
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creative thinking and vision, and 
one wishes that more had been 
written about it. 

Selective Menus, Tray Delivery Systems 
—The use of a selective menu is 
increasing in both large and small 
hospitals. An innovation in one 
900-bed hospital is the use of 
punched card processing equip- 
ment to sort and count the individ- 
ual orders.15 This system, coupled 
with central tray service via hot 
and cold carts, seems to have 
solved many problems for the hos- 
pital reporting. 

Discussion regarding the rela- 
tive merits of centralized and de- 
centralized tray service goes on, 
but the picture seems to be chang- 
ing in favor of centralized service. 
Newer types of transportation 
equipment have much to do with 
this. An objective study of the 
two systems in use in the same 
hospital with few of the variables 
usually present in such a compari- 
son will be helpful to anyone faced 
with a decision as to the type of 
tray service to select.1® Careful 
study of the data presented leads 
to consideration of the need for 
trained supervision in any type 
of service as well as some conclu- 
sions regarding the benefits claimed 
for each method of tray delivery. 

Help for Small Hospitals—A survey 
in one state discloses a challenge 
for dietitians: 152 of the 181 li- 
censed general hospitals within the 
state have fewer than 136 beds, 
and the data show an acute need 
for help for these small hospitals. 
The authors say “a more complete 
understanding of the various as- 
pects of a good dietary department 
by hospital administrators, board 
members, medical staff and nurses 


the author 


is a necessary first step in the im- 
provement of food service in hos- 
pitals. Many hospital administra- 
tors see the planning of therapeutic 
diets as comprising nearly the 
complete role of the dietitian and 
are unaware of the other contri- 
butions a dietitian can make to- 
ward the improvement of patient 
care and an efficient food service”’.17 

How can people learn what a 
good dietitian can do unless they 
are shown? It would seem that we 
need more situations to which we 
can point with pride and more will- 
ingness on the part of small hos- 
pitals to consider part-time and 
shared professional help. 

Another state reports that to 
help small hospitals without a di- 
etitian find solutions to some of 
their dietary problems, it has es- 
tablished a consultation service, 
which is run by the nutrition divi- 
sion of the state board of health. 
Six district nutritionists in one 
year made a total of 195 contacts.1® 

Progressive Patient Care—As with 
all change, planning is vital when 
a hospital is being reorganized to 
provide intensive, intermediate, 
self-care and long-term care units. 
The dietary department must be 
ready. A fairly detailed and ex- 
tensive study!9 covering a total 
of 78 situations arrives at the fol- 
lowing conclusions: 

The dietary department will be 
required to establish new services; 
dietary staff members will need to 
re-allocate their time, and facili- 
ties must be provided for feeding 
ambulatory patients. Certain prob- 
lems are created, such as caring for 
the high proportion of modified 
diets and the frequent changes in 
the intensive care unit. A progres- 


Mrs. Cora E. KuUSNER, director of dietetics, Colorado 
State Hospital, Pueblo, has achieved recognition as 
an authority in hospital administrative dietetics and 
as a specialist in the design of food service depart- 
ments. Mrs. Kusner has served as the chairman of 
several committees for the American Dietetic Asso- 
ciation, two of them being joint committees with 
the American Psychiatric Association and the Amer- 
ican Hospital Association. She helped to organize 
the Colorado Dietetic Association, was its first sec- 
retary-treasurer, and served twice as president. 
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sive patient care setting is sug- 
gested as offering numerous oppor- 
tunities for nutrition education of 
patients. 

Community Service—Nurses, dieti- 
tians and nutritionists are working 
in many parts of the country to 
improve the nutritional status of 
elderly persons. In some cases, this 
may be part of the outpatient serv- 
ice of a hospital. In others it is an 
organized meal delivery service, 
such as is described by one nurse- 
author.2° 

Some evidence exists that such 
service may make possible shorter 
hospital stays and may promote 
convalescence, 

On the whole, the year’s litera- 
ture seems to incline toward infor- 
mation regarding management 
skills, new ideas regarding equip- 
ment, the importance of people in 
the sanitation program and what 
help there is available for the 
small hospital. Without doubt, the 
longest forward step is in the na- 
tion-wide trend toward training 
at top management and supervi- 
sory levels. 
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INTRODUCTION 


URING 1960 the literature re- 

flected the serious need for 
community planning for hospitals 
and related health facilities. Prob- 
lems associated with rebuilding 
aging hospital facilities were 
pointed out. A growing share of the 
printed material reviewed dealt 
with special types of facilities, 
notably psychiatric, rehabilitative 
and chronic disease. It is clear from 
the words of trade union leaders, 
writers on public affairs, state in- 
surance commissioners and other 
public officials, that the future will 
bring more inquiry on how effi- 
ciently hospitals are designed and 
how well they are participating in 
community planning to avoid un- 
necessary duplication and to meet 
future needs. 


CURRENT PRACTICES 


Area-Wide (Community) Planning— 
How to pump life into the concept 
of coordinated planning was sug- 
gested! as a major challenge of the 
coming decade. Early in 1960 the 
U.S. Public Health Service issued 
the proceedings? of four regional 
conferences co-sponsored with the 
American Hospital Association de- 
voted to principles for future hos- 
pital planning. The report noted 
gaps in the planning for facilities, 
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e Trend toward full coordination 


in planning seen 


More help needed on problems 


of obsolescence 


Planning of departmental facilities 


given attention 


urged that future planning be done 
by area planning groups broadly 
representative of the community, 
and emphasized the need for such 
groups to study the total complex 
of health care facilities. The dangers 
of building too many hospitals were 
cited? by another author, who told 
of steps taken in the state of Wash- 
ington to provide adequate hospi- 
tal care for a growing population 
without increasing the total num- 
ber of hospital beds. British writers 
continue to describe* how the cur- 
tailment on hospital construction in 
their country has compelled judi- 
cious use of available facilities, and 
they too call for good area-wide 
planning as additional money be- 
comes available for building and 
modernization. 

The advantages of using hospital 
consultants in planning future fa- 
cilities are described by a hospital 
administrator.5 Two sets of “prin- 
ciples” were presented late in the 
year: Ten basic guides to be fol- 
lowed before undertaking any hos- 
pital construction were suggested 
by one writer, and a set of Princi- 
ples for Planning Hospital Service 
as a framework for the creation of 
regional planning was adopted and 
published by the Hospital Council 
of Southern California.’. 

Reports of surveys of area-wide 
need for health facilities docu- 


mented the interest in planning at 
state and community levels. In ad- 
dition to the valuable periodic in- 
ventories issued by some metro- 
politan planning groups such as 
the Hospital Council of Greater 
New York, and the fifty “State 
Plans” prepared annually under 
the Hill-Burton program, several 
major community studies of gen- 
eral hospital beds were published 
during the year. The cooperation 
of the Hospital Council of South- 
ern California and the California 
State Department of Public Health 
produced a comprehensive survey® 
of the Los Angeles and San Diego 
areas. This survey found that most 
patients lived within five miles of 
the hospital they used, that in 
metropolitan regions general hos- 
pitals should have at least 150 beds, 
and there was duplication of cer- 
tain highly specialized services in 
the region. The California depart- 
ment also cooperated in a note- 
worthy survey? of hospital needs 
in Santa Clara County. The com- 
panion questions of the need for 
new beds and the need for hospital 
modernization were reviewed in a 
Kansas City metropolitan area re- 
port.!9 It was found that no addi- 
tional general hospital beds would 
be needed in the area prior to 1970, 
but that an extensive moderniza- 
tion program was desperately re- 
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THE MAGNITUDE of the replacement and renovation needs among the nation’s 
older hospitals was documented in the 1960 literature of hospital planning. Still 


needed is guidance for the measurement of h 


quired to correct obsolescence. A 
detailed report!! on facilities and 
services in the Norfolk, Va., area 
received local publicity, as did 
the report!? of a mayor’s commis- 
sion in New York City. Two other 
local area surveys!8 which included 
hospitals as well as other health 
facilities and services were for New 
Britain, Conn., and Lubbock, Texas. 
Several local community health 
studies in Kansas were also re- 
ported.!4 

Area-wide planning was facili- 
tated by the growth in the number 
of state Hill-Burton agencies con- 
verting their inventories of facili- 
ties from the former method which 
presented information on each type 
of health facility separately, to a 
method which presents, for each 
area within a state, information on 
all health facilities it contains. An 
example is the inventory published 
in Ohio.15 

Special reports affecting hospital 
planning were issued by a number 
of states. Of first importance was 
the report!6 on the eight Blue Cross 
Plans in New York State which 
urged the establishment by the 
state of regional councils to pass 
on applications to build or expand 
hospitals and to review Blue Cross 
rate change requests. In California, 
a study committee report!” endorsed 
by Gov. Edmund G. Brown called 
for legislation to coordinate hospi- 
tal construction on a regional basis. 
The report suggested that such co- 
ordination would eliminate present 
“haphazard” methods of locating 
new hospitals and save the state 
much money. The need for coordi- 
nation was also urged in two re- 
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ital obsolescence 
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ports!8 from Maryland. A Massa- 
chusetts study 19 reported that the 
volume of admissions to hospitals 
in a community directly relates to 
the available number of beds. A 
Nebraska study2° found half the 
short-term general hospitals in the 
state had occupancy rates of less 
than 52.5 per cent. 

Hospital Design—While significant 
gaps remain in the literature on 
this aspect of hospital planning, 
some efforts were made to close 
them. A number of well written 
articles?! on design arrived from 
England, reflecting the speed-up in 
hospital construction there. An in- 
teresting booklet by a well known 
architectural firm presented?? guid- 
ance on a number of aspects of 
hospital planning. All persons 
dealing with Hill-Burton projects 
will be grateful to Jack C. Halde- 
man, M.D., and the staff of the Di- 
vision of Hospital and Medical Fa- 
cilities, U.S. Public Health Service, 
for separating and reprinting?® in 
clearer form the construction and 
equipment requirements for the 
various types of facilities. 

One big gap is for the identifica- 
tion and solution of the problems 
associated with obsolescent hospi- 
tal buildings. The magnitude of this 
replacement and renovation job, 
and the fact that the situation is 
acute in the larger cities, was docu- 
mented.%4 Several case studies of 
hospital renovation were presented 
and more are needed. Also needed 
is guidance for the measurement of 
hospital obsolescence. 

To generalize on the journal arti- 
cle offerings on hospital design 
during 1960 is difficult. A variety 


of subjects was covered. In many 
the analysis or description was too 
brief; the photographs often were 
excellent. Many articles appeared 
not to have been the product of 
systematic research or observation. 
There is need for a well documented 
review of recent hospital design in 
terms of recent trends in the health 
field and in society in general. 

Brevity characterized most of the 
“Modern Hospital of the Month” 
features in The Modern Hospital 
during the year. Two exceptions 
were found in the more compre- 
hensive treatment given?5 the plan- 
ning of University of Washington 
Hospital and Sinai Hospital of 
Baltimore. This journal also pro- 
vided an assortment of other types 
of articles on design, ranging from 
one*6 which attempted in interpret 
hospitals to architects to a call27 
for the housekeeper to assert her 
rightful role in the planning 
process. 

Design problems also were fea- 
tured in other journals. Architec- 
tural Record described how five 
general hospitals solved different 
site problems.28 Relatively few 
articles on design were found in 
Hospital Topics and Hospital Man- 
agement. In the latter, “Design to 
Reduce Operating Costs’29 was 
much too short, while “Nuclear 
Age Hospital Design®® was better. 

Special Facility and Departmental Plan- 
ning—A manual?! issued by the 
American Academy of Pediatrics 
should be required reading in plan- 
ning facilities for children. The im- 
portance of psychiatric care was 
indicated by a substantial volume 
of planning and survey reports.%2 
The desirability of providing psy- 
chiatric care in the community con- 
tinues to be stressed. The growth 
in the number of general hospitals 
providing psychiatric care was 
documented. 

Four excellent articles*4 reported 
on studies of the changing role of 
the emergency department. Of two 
articles on planning dietary facili- 
ties, one*5 capably reviewed the 
items to consider, concluding with 
a chart of recommended areas for 
hospitals of various size. The other 
opened** with the comment that 
“the hospital kitchen as we know 
it has been obsolete for years” and 
proceeded to identify the changes 
ahead in kitchens. What to con- 
sider in planning the central stor- 
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age area of a hospital was re- 
viewed.37 Experience in operating a 
central sterile supply department 
was described*® in an article by 
several persons who helped plan 
the department. Detailed guidance 
on planning administrative depart- 
ments for hospitals was pre- 
sented.39 

Guidance for the pathologist and 
others in planning for hospital lab- 
oratory services was presented in 
a new manual.*° Two useful tech- 
nical pieces on aspects of design 
and construction reviewed acousti- 
cal*! and infection prevention*? 
considerations. Two of the out- 
standing contributions to the liter- 
ature on planning during the year 
were both devoted to the surgical 
suite.43 

Planning rehabilitation facilities 
was aided by the publication* of 
(1) the planning of a regional re- 
habilitation center to serve a large, 
sparsely populated area; (2) a 
compilation of guide material on 
programing and design of multiple 
disability facilities; and (3) re- 
search findings on the financing 
and operation of rehabilitation 
centers. 

The construction of medical 
school facilities was featured in 
two excellent articles.45 The first 
outlined national goals for meeting 
future needs for medical schools 
and related facilities. The second 
discussed the questions to be re- 
solved in establishing a new medi- 
cal school. 

The large number of reports and 
articles appearing during the year 
related to care of long-term pa- 
tients signifies the importance of 
this problem for the health field. 
A number of surveys of existing 
facilities and of future need were 


the author, 


published. How to design facili- 
ties for the aged and chronically 
ill received less attention in the 
literature. 

The share of attention given to 
aspects of progressive patient care 
continued in 1960. Several arti- 
cles#® dealt specifically with design 
problems, and in others planning 
questions were raised.*? 

Research Reports—The volume of 
research reports in comparison to 
other types of writings continued 
to be quite modest. Reports from 
the Yale University identified a 
measuring index of design efficien- 
cy.48 Intensive nursing service in 
circular and rectangular units were 
compared.*9 A study by the Public 
Health Service on protection of 
hospitals against radiation fallout 
was published.5® Two studies of 
coordination of facilities were 
reported on.5! An interesting com- 
parative study of hospital develop- 
ment in two different but adjacent 
parts of the Los Angeles area was 
issued.52 The literature on planning 
methodology continued to be lack- 
ing the specifics required. One case 
study of survey methodology ap- 
peared.53 A useful article de- 
scribed®4 types of information 
available in health insurance stud- 
ies; it offers suggestions for fur- 
ther research for facts upon which 
to base future hospital planning. 
Studies on financing and utiliza- 
tion, stimulated by Health Infor- 
mation Foundation and others, re- 
ported trends of importance for 
planners. 

Conclusion—During 1960 the gen- 
eral principles for community plan- 
ning for hospitals and related fa- 
cilities were well stated. Now the 
field awaits the suggestions, guide- 
lines and case studies of success- 
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ful planning. It needs examination 
of how governmental authority and 
funds can safely be used to 
strengthen voluntary planning ef- 
fort. Perhaps 1961 will be the year 
for action modifying the present 
federal program to channel more 
aid for hospital modernization. Hos- 
pital governing authorities as well 
as government officials will need 
all available. assistance in reaching 
the best choice among competing 
demands for modernization funds, 
and in weighing the merits of new 
construction versus renovation. 
Whether or not the federal law is 
changed, it is clear that there will 
be more cities attempting commu- 
nity-wide planning. Will the health 
field be prepared to help them when 
they ask for realistic goals for var- 
ious types of beds and services? 
The scarcity of well conceived re- 
search studies in hospital design 
also is cause for concern. 
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Keysort Data Processing 


Because ordering, recording and billing of hospital serv- 
ices requires a lot of paper-work, many administrators 
find that charges are increasingly late or lost. Yet, to the 
hospital operating on limited funds, the data processing 
systems that could automate the load and speed the in- 
formation are too costly and complex. All, that is, except 
Keysort. 


Designed for hospital routines 

Keysort is the only automated data processing system 
flexible enough to fit your hospital as it stands and as it 
grows. It is the one system adaptable and affordable to 
hospitals of every size. Keysort imposes no restrictions, 
requires only minimum training. Yet it fully automates 
your paper-work to give you the complete range of hos- 
pital reports—patient-day statistics, service-department 
statistics, income analysis, expense distribution etc. 


Simple to use; economical 

With Keysort you use Requisition-Charge Tickets, code- 
notched with your vital information for rapid sorting 
and classification. There’s less writing for nurses. They 
simply notate the services rendered. Charges are auto- 
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Ask for our case histories 
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*PATIENTS .. . like its non-irritating mildness! 
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One of these faucets will eventually drip. 
One will not. Can you tell which? 


An exclusive Dial-ese control 
inside the Crane drip-proof 
faucet (left, above ) 


CLOSED 


works with water pressure, 
not against it. Perfect closure 
stops drips, stays tight... 





The Crane Dial-ese ends the problem of 
continually fixing leaky faucets. Stops water 
waste. And does away with those trouble- 
some leaks and drips that stain lavatories, 
sinks and bathtubs. 

Dial-ese is an exclusive development of 
Crane. It uses water pressure to provide a 
perfect seal. The greater the pressure, the 
tighter the Dial-ese seats itself... unlike 
regular valves that crush and grind the 
washer against the seat, causing rapid wear 
and inevitable leaks. 

In our test labs we've actually turned 


this amazing Dial-ese control off and on a 
thousand times a day for two years. It 
hasn't dripped yet. 

In schools, hotels, hospitals and homes 
throughout the country, Crane fittings with 
these exclusive Dial-ese controls are reduc- 
ing maintenance costs and water bills. They 
are made with the Crane flair for precision 
beyond ordinary standards. 

For more information see your regular 
contractor or Crane wholesaler. Or write 
Crane Co., Plumbing-Heating-Air Condi- 
tioning Group, Box 780, Johnstown, Penn. 
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and water can’t touch 
the sealed-off interior threads 
to cause corrosion damage. 
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ANNUAL ADMINISTRATIVE REVIEWS: housekeeping 


by ROBERT M. JONES 


e Trained executive 


housekeepers still scarce 


INTRODUCTION e Cross-infection continues 


MAJOR hospital revolution is to be major problem 





taking place these days. 
Housekeeping, the bucket-and- 
broom stepchild of the 19th Cen- 
tury, has come of age. Since World 
War II, it has become a separate 
entity in most hospitals, headed by 
an executive and having equal 
status with other major service de- 
partments. More recently increased 
emphasis on rigid aseptic tech- 
niques and need for greater under- 
standing of basic sanitation prin- 
ciples has made housekeeping one 
of the most vital forces in our hos- 
pitals today. 

One of the many authors report- 
ing on the subject in the past year 
states that good housekeeping re- 
quires “careful planning, thorough 
training, top equipment, constant 
inspection and not the least im- 
portant a smattering of tact’”.! The 
rewards of good housekeeping are 
immeasurable: the total health of 
the hospital community. 

Certainly the outward manifes- 
tation of good housekeeping is 
spotless, attractive, comfortable 
surroundings. An Ohio hospital di- 
rector points out, “Poor housekeep- 
ing becomes more obvious to our 
patients and visitors than deficien- 
cies in other service departments. 
Poor housekeeping in the hospital, 
as in the home, reflects upon the 
whole household and more often 
than not affects all its standards. 
Where poor housekeeping exists, 
you may... find the same level of 
quality in other services.”’? 

Furthermore, good housekeeping 
offers the best protection for our 
hospital investment, adding years 


92 





of attractive life to the physical 
plant. Most important, however, is 
that with the threat of cross-infec- 
tion increasing in our country’s 
institutions, the job of the house- 
keeper has actually become stra- 
tegic. 

“More and more. researchers 
have agreed the first line of de- 
fense against the organism respon- 
sible for these infections is not in 
the development of newer and 
even more miraculous antibiotics. 
The best defense is in carefully 
conceived and executed programs 
of institutional sanitation,” assur- 
ing that all areas are “not just 
visually clean, but bacteriologically 
clean as well.’ 

Current literature offers a sam- 
pling of recent successes, emphases 
and developments in the fields of 
housekeeping administration, per- 
sonnel, methods and materials. 


CURRENT PRACTICES 





Administration—The keystone of 
good housekeeping is the executive 
housekeeper. More and more em- 
phasis is being placed on the ad- 
ministrator’s selecting an outstand- 
ing person for this job requiring 
“the patience of Job, the wisdom 
of Solomon and the expediency of 
a guided missile’’.2 Suggested qual- 


New devices and materials 


assist housekeepers 


ities for this ‘ideal’? housekeeper 
include leadership, executive abil- 
ity, good sense of personnel and 
public relations, concern for the 
patient, cooperation with other de- 
partments, knowledge of record 
keeping, good academic back- 
ground and willingness to do re- 
search.?.4 

Administrators should be warned 
that to attract this “ideal”, they 
must give the housekeeper right- 
ful prestige plus sufficient respon- 
sibility, authority, equipment and 
manpower so that he may serve 
as a true executive in the hospital 
family. Unfortunately, even then, 
the shortage of such “ideals” re- 
mains acute. 

Faced with the problem of find- 
ing trained housekeeping execu- 
tives, a group of New Jersey hos- 
pital administrators set up a 
training program of their own.5 
Cosponsored by the board of edu- 
cation under the U.S. Vocational 
Education Industrial Aid Program 
and based on five months’ academic 
study plus five months of full- 
time hospital internship, the course 
includes: (1) organization and 
management of a hospital; (2) 
staffing and scheduling the house- 
keeping department; (3) work 

(Continued on page 95) 
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This nursery is virtually free of disease-causing 
bacteria! And he helped make it that way! 


He’s the Man Behind the Huntington Drum and a multitude of sanitation products especially 
(our representative). And his recommendations created to meet the aseptic requirements of 
for a Patient-Safety Program are helping protect hospitals. Read about this important program 
everyone in this nursery from cross infection. on the next page. It’s the common-sense solution 
The program is based on his years of experience to the problem of hospital-acquired infection. 


HUNTINGTON 


... Where research leads to better products 
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The Huntington 
Patient-Safety 
Program 


How to prevent infection from originating in the hospital. 
That’s the problem. Many hospitals are solving it by returning 
to old-fashioned attitudes toward cleanliness in every depart- 
ment combined with the use of modern, efficient aseptic prod- 
ucts. And they are adopting the basic principles of a Patient- 
Safety Program to set up a common-sense plan-of-attack 
against resistant Staph. and all other infectious agents. 


This practical program features: 


@ More than 100 Huntington products that will effectively 
help combat the spread of infection from the admitting office 
to the O.R. suite, the nursery, everywhere in the hospital. 


e An intelligent Huntington representative to help you plan 
the program to meet your specific needs. Individual hospital 
aseptic problems differ because of variations in layout, in func- 
tion and in use. The job of the Man behind the Huntington 
Drum is to select the right Huntington product or products 
for your hospital. He will show you how to efficiently and ef- 
fectively use these products to destroy bacteria on all surfaces. 


@ An experienced Huntington representative whose advice and 
suggestions will greatly assist you while building and maintain- 
ing your Patient-Safety Program. His experience in the hos- 
pital aseptic control field averages 19 years. 


@ A company that completely backs up its men and products 
with research laboratories that place quality above all else. For 
over 41 years, these laboratories have been enforcing rigid con- 
trol over the Huntington manufacturing processes. 


Call or write today. Get more details on the Huntington Patient- 
Safety Program. 


Prevent cross-infection in the nursery 
\.with these two Huntington products: 
N 
@ HEXA-GERM ANTISEPTIC SKIN DETERGENT WITH 3% 
HEXACHLOROPHENE - Proven effective in preventing Staphylococcal 
skin infections in the newborn nursery. Excellent for removing vernix and 
\ preventing pyogenic skin infection. Economical in use, Hexa-Germ is 
\ widely accepted in hospitals for pre-operative surgical hand-washing and 
\ as a routine hand wash for all personnel. Regular use leaves a bacteriostatic 
\layer on the skin. Blended with skin-conditioning lanolin and petrolatum. 


\ 

@ DI-CROBE GERMICIDAL CLEANER DISINFECTS, DEODOR- 
IZES AND CLEANS IN ONE EASY STEP - A soapless (anionic) de- 
tergent and a phenolic germicide combined. Bactericidal under use = 
tions. Kills a broad spectrum of microbes, including resistant Staph., 
very high dilutions. Leaves an anti-bacterial blanket if not rinsed. Effertively 
lowers bacterial count in the air when sprayed. Will not create a soap film, 
UL approved for use on conductive floors. Non-toxic and non-irritating. 
May “ used on all surfaces not harmed by water alone. 


HUNTINGTON 


. where research leads to better products 


HUNTINGTON @ LABORATORIES 
Huntington, Indiana 


Cj Please send me the free booklet, “A Suggested Plan for Infection 
Control in Hospitals.” 


(J Send more information on Hexa-Germ Antiseptic Skin Detergent. 


©) Send laboratory reports and other literature on Di-Crobe Germi- 
cidal Cleaner. 


(J Have your representative call for an appointment. 
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methods; (4) human relations; (5) 
budget planning; (6) interior dec- 
oration; (7) sanitation; (8) safety, 
and (9) general supervisory tech- 
niques. 

The executive housekeeper may 
render another valuable service 
to management. At the Mennin- 
ger Foundation, Topeka, Kan., she 
is consulted in the early blueprint 
stages of construction and remod- 
eling, and gives valuable aid in 
planning the physical needs of the 
housekeeping department.§ Her 
suggestions, about even such de- 
tails as depth of shelves and loca- 
tion of outlets, may prove invalu- 
able in reduction of labor costs, 
which account for 90 to 95 per 
cent of the housekeeping budget. 

Personne!—Perhaps the most 


valuable single tool at the hands - 


of the executive housekeeper, as 
well as the administrator and ev- 
ery other hospital employee, is the 
building of an “esprit de corps” 
among workers, 

“We keep the crews working in 
the same areas,” reports the chief 
housekeeper of an Iowa hospital, 
“so they will have a chance to 


build up pride in keeping ‘my area 
cleaner than the other crews.’ ”! 
The same housekeeper tells new 
employees, each of whom goes 
through a two-week training peri- 
od with periodic refresher courses 
in new techniques, “We are a vital 
part of public health of this com- 
munity and you are the underpin- 
ning of that function ... you are 
cleanliness in the hospital.” 

Further, since housekeeping em- 
ployees can plan an important role 
in good patient relations, they are 
urged to use tact, not spread gos- 
sip or entertain patients with Aunt 
Mabel’s appendectomy. “A cheer- 
ful ‘good morning’,’ the Iowa 
housekeeper says, “‘is all that’s re- 
quired.”’ 

The household organizer of the 
sprawling London (England) Hos- 
pital, reports that early in a recent 
housekeeping reorganization, im- 
mediate success was achieved by 
“the simple expedient of showing 
the workers that one was sincerely 
interested in them as people, de- 
sirous of bettering the condition of 
work and respecting them as re- 
sponsible, reasonable individuals.” 





When you buff floors... 


buff without abrading 


Don’t buff your floors with 
the stripping action of gritty, 
nylon abradants. Use Brillo 
Steel Wool Floor Pads to 
smooth out and harden the 
protective wax coating to a 
high-gloss finish. 


The cross-stranded steel fi- 
bers are compressed to wear 
longer ... to clean and polish 
thoroughly in all directions. 
Because Brillo Pads are solid 
discs, they cover the entire 
working surface to do the job 


faster with less swirl marks 
... give an even, mirror-like 
finish no other pads can equal. 


There’s a Brillo Solid Disc 
Steel Wool Floor Pad for 
every job... scrubbing, dry 
cleaning or buffing. Send for 
free instructive folder today. 
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She continues, “The development 
of sound personal relationships 
can, in my opinion, achieve more 
that the most lavish capital ex- 
penditure of equipment will ever 
do.””? 

Other valuable personnel tech- 
niques include thorough but flexi- 
ble scheduling and the stressing of 
interdepartmental and intradepart- 
mental teamwork.!%.9 A written 
procedure manual on all jobs, 
drawn up by the executive house- 
keeper and incorporated in the 
training program, is another in- 
valuable aid.!° Thoroughly trained 
replacements available at every 
moment for both specific and “‘typ- 
ical” areas can build morale and 
assure against an area’s ever being 
left as a “department of one”’.!! 

In short, as an Indiana house- 
keeping director reports, “The 
housekeeping employee takes 
great pride in being considered a 
member of the hospital team. By 
tradition, they are too often ex- 
cluded from all but the menial 
chores. There is probably no 
greater undeveloped potential than 
this group that is large in number, 


Feel the difference after a Brillo buffing. The hardening 
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willing and eager for the opportu- 
nity to serve with recognition.’ 
Methods and Materials—The in- 
creased recognition given house- 
keeping today is reflected in new 
work methods and materials. Cur- 
rent information is focused on the 
elimination of cross-infections. 
Floors came in for special study. 
Material appeared on general 
care,!2,13 floor machines,!4 wet mop- 
ping procedures! and wet pickup.? 
Use of vacuum cleaners in the hos- 
pital received close examina- 
tion®.16.17 Individual characteristics 
and requirements of resilient floors 
received special attention.!8.19 
Despite many varying viewpoints 
on floor care, one hospital reported 
after a five-month study, “Excel- 
lent results can be expected with 
standard materials and equipment 
when good technique is used.’ 
Particular note was also given 
rigid infection-reducing techniques 
in the operating suite.929 Improved 
procedures for cleaning isolated 
patient rooms?! and terminal clean- 
ing of patient rooms? were also 
discussed. New specialized hospi- 
tal detergents?324 and disinfect- 
ants** were discussed. A simple 
controlled method of dispensing 
disinfectant has proved successful 
as a cost-cutter as well as a bacte- 
ria-reducer in a Washington hos- 
pital.25 Special study was made of 
polishing and protecting interior 
metal surfaces,26 marble mainte- 
nance,2? and the cleaning of ce- 
ramic tile,28 walls, ceiling and 
painted surfaces.29 
New devices were pioneered for 
use in specific problem areas: an 
extension spray for exterior win- 
dow washing,»® a spray gun for 
washing walls,3! disposable dust- 
ers®2 and a long-handled duster.%3 
New aspects of linen care described 
included colored linens as a cost- 
reducer,4 redyeing to save fabric 
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life55 and establishment of a cen- 
tral linen room for greater efficien- 
cy and control.36 

Before setting up or changing a 
sanitation program, however, it is 
essential that thorough research be 
conducted to determine hospital 
needs.37 Contemplated changes 
should be carefully evaluated and 
compared in terms of performance 
and cost.3® However, “the best 
cleaning is always the cheapest 
cleaning in the long run,” reports 
the executive housekeeper of a 
New York City hospital with a 
record of successful sanitation from 
the standpoint of combatting hid- 
den patient threats.%9 

“There is much need for new 
equipment to speed up and sim- 
plify the job of institutional sani- 
tation,” another author concludes. 
“Further, like safety, sanitation is 
everyone’s business, but someone 
must exercise centralized authori- 
ty. If top management does not 
back the housekeeping and sani- 
tation program, it can never be 
made successful from the worker 
up.””24 
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ANNUAL ADMINISTRATIVE REVIEWS 


insurance 


by RONALD YAW 


e 1960 shows trend toward group 


liability insurance programs 


‘Rush to sue’ shows signs of abating 


INTRODUCTION 


f we PURPOSE of the Committee 
on Insurance of the American 
Hospital Association is to make 
available to those responsible for 
the operation of hospitals the es- 
sential information concerning an 
adequate insurance program that 
will preserve the tangible assets 
of the hospital. 

This seemed relatively simple 
five years ago, but 1960 found the 
air filled with questionnaires, 
opinionnaires and neo-experts, as 
hospital councils and state and na- 
tional associations tried to come to 
grips with the problems of an ade- 
quate program. Approaches ranged 
all the way from the vinegary to 
the pragmatic. It was pointed out 
that there was a need to reduce 
emphasis on the dollar sign and 
increase efforts to keep the medi- 
cal profession and hospitals abreast 
of the continuously improving 
standard of care expected and as- 
sumed by both patients and courts.! 
The less volatile forms of insur- 
ance, such as property, fidelity and 
workman’s compensation, were all 
but pushed into the wings as state 
associations happily paraded their 
new “do-it-yourself” liability kits 
in the spotlight of convention 
speeches and magazine articles. 
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Insurance 1.Q. Rising—A dramatic 
change took place in 1960 concern- 
ing the insurance I.Q. of individ- 
uals working in hospitals. If a 
questionnaire is sent out today, 
more people will write in to point 
out a minor technical error than 
would have answered the ques- 
tionnaire a few years ago. The 
purse nerve is not buried deeply 
in the hospital structure. 

Professional Liability—In this re- 
view one year ago the writer la- 
mented that much was done but 
little written on the problem of 
professional liability.2 This is no 
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longer true. In 1960, much was 
done and much was written. The 
most important trend in the year 
is the almost headlong dash to- 
ward group programs. 


CURRENT PRACTICES 


The gap between the anachro- 
nistic worship of actuarial data of 
the “old line” insurance carrier 
and the attitudes of the courts and 
legislatures is being closed by 
group programs. Many and varied 
plans are being set up or pro- 
gramed. The variances, however, 
are of an underwriting nature only. 
All agree on the following basic 
items.3 

1. The long-term answer lies in 
prevention—which means a com- 
prehensive, expert, unified safety 
program, supervised by an experi- 
enced insurance administrator. 

2. Hospitals cannot be just an- 
other “assured”; they must have 
special handling at the levels of 
safety programs, investigation, de- 
fense and settlement. 

3. In a group program, the car- 
rier can act for the good of all, 
not just for one hospital. The car- 
rier can establish whether liabili- 
ty does or does not exist for a par- 
ticular type of incident. 

(Continued on page 100) 
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4. Standards of safe procedure 
can be set. 

5. In a group program, some fu- 
ture problems can be seen in ad- 
vance and at least a few of them 
can be warded off. 

Hospitals everywhere are in- 
creasingly indebted to the Califor- 
nia Hospital Association for its 
pioneer work in this field. In addi- 
tion to dollar dividends, California 
is now finding even more satisfy- 
ing rewards in improved patient 
care.* 

The swing in liability cases con- 
tinues away from immunity. Con- 
sistency, however, still eludes the 
judicial mind. In somewhat analo- 
gous cases in 1960, the Utah and 
Michigan supreme courts were 
poles apart. The Utah court de- 
cided that adverse blood transfu- 
sion reactions were an unfortunate 
but well known hazard. The Mich- 
igan court on a split decision, 
blasted Michigan into the total lia- 
bility bracket.6 Four justices said 
times had changed; three said they 
hadn’t changed that much. 

All this is but an expected, con- 
tinuing reflection of changing pub- 
lic concept. Thousands of patients 
are no longer seeing the hospital 
and the medical profession as mis- 
sionaries to mankind but rather as 
individuals and institutions prac- 
ticing an exact science.’ 

There are a few signs that the 
rush to sue might be abating. A 
veteran California attorney states 
that the rising curve has flattened 
and indeed is turning slightly 
downward.’ 

A small but vexing problem con- 
tinues. This is in the number of 
suits being filed outside the cus- 
tomary laws of negligence. These 
suits are not anticipated or cov- 
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ered by standard policies. In the 
vernacular of football, these are 
legal “passes’’ attempted in des- 
peration, but which now and then 
click. Some examples: a physician 
suing another physician because of 
his work on a tissue committee or 
an executive committee; the use 
of the laws of contract rather than 
negligence; the reliance upon torts 
such as assault and battery rather 
than negligence. 

Other Forms of Liability Insurance— 
With few exceptions, the group 
plans now mushrooming include 
workman’s compensation in the 
same package with professional 
liability. Another commendable 
trend in these policies is the in- 
clusion of protection against per- 
sonal loss by hospital employees 
in connection with their perform- 
ance of assigned duties. Contrary 
to an often expressed opinion that 
no one is going to sue, personally, 
a nurses aide or an orderly,® hos- 
pital employees at all levels have 
been successfully sued. 

Some hospitals continue to carry 
product liability insurance despite 
the fact that this coverage is in- 
cluded in the standard professional 
liability policy. As hospitals tend 
to buy more prepackaged, preproc- 
essed items, some of the risk tends 
to shift to the manufacturer.!° 

Hospitals in increasing numbers 
are recognizing that a real risk 
exists in the automobile liability 
field and are protecting them- 
selves,11 

Property Insurance—As in the field 
of liability insurance, it is well 
established that the route to low- 
ered costs lies in prevention, con- 
stant review of programs and a 
basic knowledge of insurance.!2 Re- 
ductions in rates for fire insurance 
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have been fairly commonplace as 
the result of the consistently low 
incidence of fires in hospitals. Over- 
reliance on the part of an agent to 
point out these reductions is ex- 
pensive, so all aspects of all poli- 
cies should be reviewed at least 
annually. 

Fidelity Insurance—This important 
coverage continues to be purchased 
by hospitals in a haphazard man- 
ner. Outlawing the “toting privi- 
lege” is not enough; hospitals need 
to go beyond the question of dis- 
honesty in their own employees 
and look at the coverages avail- 
able to protect their money, secur- 
ities and merchandise from the 
dishonesty of others.!% 

There is still no great interest on 
the part of hospitals in business 
interruption or extra expense in- 
surance, despite the fact that this 
large risk is insurable. Undoubt- 
edly this is due to the absence of 
a hospital tailored policy in this 
field. 

Conclusion—Much has been done 
by hospitals to avail themselves to 
insurance protection. Much re- 
mains to be done. A recent study!4 
indicates that in one hospital the 
liability limits purchased were 
$500,000/$1,000,000, while in a 
neighboring hospital the limits 
were $5,000/$15,000. Similar in- 
consistencies exist in other cover- 
ages. Relatively small but con- 
stant economies can be effected by 
careful insurance buying. Disas- 
trous losses can be sustained by 
careless purchase of insurance. 
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ANNUAL ADMINISTRATIVE REVIEWS: laundry 


by JOSEPH F. KRAWIEC 


e Water treatment practices evaluated 


e Various economy measures prescribed 


e Handling of synthetic fabrics discussed 


INTRODUCTION 


LOWLY but surely, hospital laun- 
dries are gaining their rightful 
place in the institutional setup. 
The hospital laundry is no longer 
a forgotten member of the organi- 
zation family situated in the base- 
ment or sub-basement. Today the 
alert administrator realizes the im- 
portance of the laundry function to 
the entire institution. 

However, the laundry manager 
often has been reluctant to take 
his proper place as a department 
head. Many laundry managers are 
unwilling to attend a hospital staff 
meeting, which is the proper place 
to discuss laundry needs and prob- 
lems. As a rule, they fail to keep 
accurate records, such as the daily, 
weekly and monthly poundage 
processed; quantities of supplies 
consumed; production records, 
especially in the finishing depart- 
ment; quantities of linen delivered 
to each floor or ward; quantity of 
damaged linen sent to the mending 
department, and the quantity of 
repaired linen returned and put 
back into circulation. To many 
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laundry managers, linen control is 
something for others to worry 
about, The equipment in many 
hospital laundries is antiquated, 
costly to operate and nonproduc- 
tive in comparison with new ad- 
vances in laundry technology. 
Laundry managers should ask 
themselves, “Am I a manager?” 
“What are the functions and re- 
sponsibilities of a manager?” 

Laundry magazines and techni- 
cal bulletins are rich in informa- 
tion on virtually all topics about 
which laundry supervisors need to 
know. The laundry literature of 
the past year, which is available 
to every laundry manager for the 
mere price of a letter or a postcard, 
has covered a wide variety of sub- 
ject matter. A few minutes of daily 
reading will not only improve his 
knowledge in the field, but will 
also make him a more worthy em- 
ployee and increase his status as a 
member of the staff. 

This review will cover some 
phases of water and its treatment; 
various economy practices; laun- 
dering practices; stains and stain 
removal; linen control and serv- 


ices; blankets and glass fabrics; 
proper training, and new equip- 
ment. 


CURRENT PRACTICES 


Water and its Treatment—Water is 
the basic ingredient of every laun- 
dry operation. All natural waters, 
including treated municipal sup- 
plies, contain some impurities, and 
these can vary with the change in 
seasons, Impurities found in raw 
water are either dissolved, sus- 
pended, colloidal or emulsified. 

The presence of iron in water is 
not always apparent from the color. 
Iron compounds are usually pres- 
ent in bicarbonate form, and when 
dissolved reduce the quality of the 
wash when whiteness retention is 
important. 

Calcium and magnesium salts in 
water produce the characteristics 
of hardness. The hardness ingredi- 
ents affect the washing formula 
and quality in two ways: (1) in 
the presence of soap, the calcium 
and magnesium salts react to form 
an insoluable lime soap and (2) 
during the rinsing operation, the 
lime soap is redeposited on the 
fabrics, and this imparts stiffness 
and discoloration to the finished 
products. It is not economical to 
soften hard water in the wash- 
wheel with soap and ordinary al- 
kaline builders, especially in mod- 
erately hard water (3 to 6 grains 
per gallon) and hard water (6 to 
18 grains). 

Use of zeolite water softeners, 
either sodium or resin zeolites, is 
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The 
bedsheet 
that fights 
germs 


Ai over the country hospitals 
were alerted. Outbreaks of infec- 
tion had been reported in several 
places. The cause: A well-known 
germ that had suddenly developed 
strains resistant even to modern 
miracle drugs. 

Though isolated, these cases put 
medical centers into immediate 
action. No such menace could be 
given the faintest chance to spread 
through the nation’s carefully run 
hospital system. 

The germ was called Staphylococ- 
cus aureus, or “staph” as doctors 
nicknamed it. 

Staph presented a many-sided 
problem. Visitors—even hospital 
personnel—could be carriers be- 
cause the germ can be resisted by 
healthy adults. It is most danger- 
ous to the newborn, the very old, 
and patients recovering from sur- 
gery. 

Even more difficult, the fabrics 
used in hospitals—linens, uniforms, 
all materials that create lint—were 
suspect. For staph clings to lint 
and becomes airborne. The tiniest 
of lint particles raised by changing 
beds or normal walking in uni- 
forms, were potential dangers. 

No matter how often hospital 
staffs scrubbed floors and walls, no 
matter how carefully they followed 
strict rules for personal cleanliness, 
many airborne staph germs re- 


mained alive. 


Today, the danger of staph-con- 
taminated lint from blankets, mat- 
tresses, bed linens, and uniforms 
can be virtually eliminated by a 
new product developed, field tested, 
and proven by the Armour Indus- 
trial Soap Division called Velva- 
Soft-G®. Fabrics treated with 
Velva-Soft-G during the normal 
laundry operation arrest the growth 
of staph germs on contact. The 


fabrics keep their germ fighting 
ability from washing to washing. 

A new high active Velva-Soft-G 
Concentrate is now available. It 
will treat the average patient’s lin- 
ens for approximately 2)4¢ per day. 

For technical information on the 
clinically proven antibacterial 
treatment for hospital linens with 
VELVA-SOFT.G, please write to: 
B. J. Augst, Manager. 


ARMOUR AND COMPANY 
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the most inexpensive way of deal- 
ing with hard water. In this meth- 
od, the hardness ions of calcium 
and magnesium are removed or 
exchanged with the nonhardness 
ions of the zeolite minerals. This 
means that the calcium and mag- 
nesium adhere to the zeolite par- 
ticles, which in turn give up the 
sodium. Eventually, the sodium 
portion of the zeolite becomes ex- 
hausted, or unable to replace any 
more calcium or magnesium in the 
water, and the softening unit must 
be regenerated.2 A regular daily 
hardness test will enable the laun- 
dry manager to regenerate the unit 
at the proper time and assure him 
of a constant supply of softened 
water. 

The following points are im- 
portant in obtaining a maximum 
quantity of softened water: (1) 
check the zeolite bed in the unit 
or units at least once a year; (2) 
backwash the zeolite at the proper 
flow rate and time in order to 
clean and condition the zeolite; (3) 
keep the brine (salt) solution at 
proper strength (97 per cent or 
25.2° Beaume); (4) pass the prop- 
er amount of brine solution 
through the zeolite; (5) in rinsing 
the brine, use again the proper 
flow rate and time; and (6) check 
the water with a standard soap 
solution for hardness before use.® 

Various Ec y Practi One of 
the main requisities to economy is 
the proper use of steam traps on 
the condensate lines from each 
piece of equipment. Another im- 
portant requisite is the condition 
of the steam. Saturated or moist 
steam will dry fewer pounds per 
hour than normal dry steam. Im- 
proper extraction of linens is also 
poor economy, as this necessitates 
slow speeds at the flatwork ironer 
and longer periods at the presses 
and drying tumblers. This wastes 
steam and decreases production. 

Hospital laundries can obtain 
more poundage from the steam- 
heated equipment by (1) feeding 
linens to the flatwork ironer to 
obtain maximum coverage of the 
heated surface; (2) keeping heat- 
ing coils and lint collectors free of 
accumulated lint in the drying 
tumblers; (3) using timing devices 
on presses and drying tumblers, 
and (4) loading tumblers at rec- 
ommend capacities.* 

Another factor important to 
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economy is prevention of steam 
leaks. A steam leak the size of a 
pin hole is very costly. Leaks in 
the air line and in the water line 
or valves are also expensive. It is 
amazing how many insignificant 
little leaks are noticeable upon 
proper inspection. The accompany- 
ing table shows actual waste ex- 
pressed in dollars from leaks in 
air, steam and water lines.5 

Many thousands of dollars can 
be saved if the floor area of the 
laundry is used to best advantage. 
This has been accomplished by 
Sister Evangelista at St. Vincent 
Hospital, Erie, Pa. By replacing the 
antiquated machinery with more 
automatic and less time-consuming 
equipment, such as large unload- 
ing washwheels, unloading ex- 
trators, conveyor-loading tumbler, 
sheet spreader and folder, the hos- 
pital increased laundry produc- 
tion. Proper planning of present 
space can be both economical and 
more productive.® 

Special laundry carts can elimi- 
nate extra handling and will help 
in reducing the payroll. Under this 
system, linens are no longer first 
stacked on shelves in the linen 
room and then transferred to truck- 
baskets for delivery to the linen 
closets. In the new system, the 
linens are loaded directly onto spe- 
cially constructed trucks, and these 
are rolled directly into the linen 
closets, which have been renovated 
to accommodate them.? 

The increasing use of linen in 
hospitals produces a greater mend- 
ing problem. Sewing is not only 


time consuming, but also expen- 
sive. Today, items can be mended 
through the use of hot pressure 
patches on smal] tears and holes. 
These hot patches can withstand 
30 or more washings and ironings. 
‘The time saved is remarkable; to 
mend a small tear or hole with a 
hot patch requires from 15 to 25 
seconds compared with from 7 to 
15 minutes for sewing or darning. 
The time thus saved permits the 
sewing department to make new 
hospital items.® 

One hospital decided to use 
colored linens to reduce its costs. : 
Each floor has its own designated 
color as a control measure. This 
system has reduced losses, hoard- 
ing and the misuse and abuse of 
linens.9 

Laundry Practices, Methods, Tech- 
niques—One of the commonest er- 
rors made in the average hospital 
laundry is the inaccurate measure- 
ment of supplies. A washman will 
attempt to measure a one- or two- 
pound quantity of alkali with a 
large five-pound hand scoop, or to 
measure a one-ounce quantity of 
dry bleach or sour compound with 
a large eight-ounce measuring 
cup. Or, in measuring liquid bleach 
solution, he will use a one-gallon 
can to measure a pint or quart 
volume. These ‘“hit-and-miss’’ 
measuring techniques not only 
waste supplies, but are detrimental 
to the fabrics being laundered.!° 
Safe bleaching is essential for the 
preservation of fabric strength. It 
is important that the alkalinity of 
the bleach bath be suitable and 





Cost of Leaks in Air, Steam and Water 
in One Laundry for One Month 
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Total cost of 
waste per mo. 
at 14c per 
1000 cu. ft. 


Number of 

cu. ft. per 

Diameter mo. at 75 
Inches psi 


Lbs. wasted 
per mo. 
at 160 psi 


Total cost of 
Gal. wasted [waste per mo. 
per mo. ot 20c per 
at 60 psi 1000 gal. 


Total cost 
of waste per 
mo. at 85c 
per 1000 Ib. 
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1/8 824,570 115.44 
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52,910 7.41 


1/16 29.82 


1/32 
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63.45 93,310 18.66 


16.39 24,110 4.82 


4.07 5,990 1.20 














Chart—Courtesy: Lunkenheimer Valve Co. 
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that the temperature not exceed 
160°F. How many workmen are in 
a position to check the pH of the 
bleach bath? Once the bleach has 
added to the washwheel, the steam 
should not be turned on to obtain 
the proper and efficient bleaching 
temperature. Accurate temperature 
gauges and proper load sizes are of 
the utmost importance if the laun- 
dered fabrics are to attain their 
maximum life span. 

If high quality is to be acquired 
during the washing cycle, the 
proper ratio of soiled linen to the 
cylinder volume must be main- 
tained. Research studies have 
shown that washwheels loaded to 
the manufacturers’ maximum rated 
capacities reduce the mechanical 
action and produce work of inferi- 
or quality. The rated capacity of 
a washwheel is not a well defined 
term, and it will be difficult to 
standardize so long as equipment 
manufacturers continue to change 
these rated capacities without defi- 
nite research results. 

Research studies have shown 
that capacities (dry weight) based 
on 4.3 pounds per cubic foot in the 
washwheel cylinder give top qual- 
ity work. It is not difficult to fore- 
see that capacities based on the 
manufacturers’ ratings of 5.3 to 
5.5 pounds per cubic foot, and 
higher, in the new equipment will 
reduce the mechanical action, 
which is one of the important fac- 
tors for quality work.!2 These 
overrated capacities have a direct 


HOSPITAL laundry techniques 
and equipment will see no 
radical change in the 1960's, 
but greater refi t of pres- 
ent methods can be expected. 
Detailed work is being done on 
folding devices, automatic feed- 
ing of supplies is being studied 
and the washer-extractor is 
slowly gaining popularity. 
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relationship to proper rinsing. 

The best method of checking 
rinsing efficiency is by the titra- 
tion method. This test may be 
carried out with a 25-cc. sample, 
a methyl orange solution being 
used as an indicator and 0.1 Nor- 
mal solution of acid. The differ- 
ence in the number of drops of 0.1 
Normal acid required to titrate 
the tap water and last rinse of the 
formula will determine the effi- 
ciency of the rinse procedure. 

Research again has shown that 
when the titration difference in 
the number of drops of 0.1 Normal 
between the tap water and the last 
rinse exceeds four drops, the rinse 
is inadequate. The greater the 
span in the number of drops, the 
poorer the rinse operations. 

Poor rinsing not only reduces 
the whiteness retention of fabrics, 
but also may cause difficulty on 
the flatwork ironer and leave an 
odor in the linens.!3 However, poor 
rinsing is not the only reason for 
odors in fabrics. Odors may de- 
velop from the use of hard or par- 
tially hard water in the washing 
cycle. Odors may also result from 
excessive temperatures (170- 
180°F.) on the first rinse, or from 
use of improper titer soap (low- 
medium) at high temperatures 
(170°F.). Odors may also develop 
from a chemical breakdown of 
the soap itself as a result of ex- 
cessive acidity of the soiling medi- 
um or inadequate neutralization 
(souring) of the soap-alkali resi- 





due in the rinsed linens.!4 

Stains and Stain Removal—At times, 
hospital technicians’ uniforms and 
coats become stained with medici- 
nals or solutions containing a sil- 
ver base. This compound is also 


present in argyrol and in some of 
antiseptics, and 


the astringents, 
x-ray developing solutions. On ex- 
posure to light, these stains turn 
“blackish” in color. Normal silver 
base stains may be removed by 
first treating the stained area or 
areas with a regular iodine solu- 
tion, then using a 10 per cent solu- 
tion of sodium thiosulfate a few 
minutes later. The treated area 
should be thoroughly rinsed or 
given a complete wash cycle.' 

Blood stains that have not been 
set by heat can be removed in a 
regular washing formula at proper 
temperatures. It is not necessary 
to soak blood-stained linens be- 
fore laundering. A clear lukewarm 
(80 to 90°F.) rinse (flush) in the 
washwheel before the start of the 
suds bath will remove the red 
coloring matter. Heavily blood- 
stained linens from the operating 
room may require aS many as 
three lukewarm (80 to 90°F.) clear 
water flushes. This procedure fol- 
lowed by a normal washing cycle 
will produce stain-free and hy- 
gienically clean linens.16 

Linen Control and Services—In these 
days of complicated hospital ad- 
ministration, controls of other than 
cash assets are often bypassed. 
Linen losses incurred through poor 





control, lack of control, disinter- 
ested service and irresponsibility, 
plus outright theft and destruction, 
become quite an important liabili- 
ty. Control of linen service from 
production to condemnation should 
be studied at every hospital. Con- 
trols should not stop with the linen 
count, but should involve laundry 
technique, testing, condemnation of 
torn items and preventive mainte- 
nance by the sewing department. 
Coupling the laundry and house- 
keeping services under one man- 
agement is a step in the proper 
direction. The control of linen 
should be everyone’s responsi- 
bility.17 

The three most often utilized 
systems of linen control are: (1) 
the requisition system, in which 
the orders are based on the census 
plus one-half; (2) the direct-ex- 
change system, in which the soiled 
linens are counted and an equal 
number returned, and (3) the 
color-code system, in which the 
using agency has a quota in a spe- 
cific color that identifies that par- 
ticular unit. Then there are com- 
binations of the various systems.18 

Blankets and Glass Fabrics—Syn- 
thetic blankets are making great 
inroads into the hospital field. 
Orlon® was the first of the 100 per 
cent synthetics to be fairly widely 
accepted. Today, Acrilan® is be- 
coming more popular for hospital 
use. The great reduction in shrink- 
age is one of the greatest advan- 
tages of synthetic blankets to the 
institutional laundry. Acrilan® 
blankets require less care in laun- 
dering and drying and can be 
processed gt higher temperatures 
than can pure wool blankets.!9 

Glass draperies and curtains re- 
quire little more care and atten- 
tion than do synthetic blankets. 


the author 


Glass fabrics that can be handled 
by hand should be given a 20 to 
30-minute soaking period in luke- 
warm water (80 to 90°F.) to which 
has been added a synthetic deter- 
gent (one ounce per gallon). The 
soaking period will reduce the nec- 
essary mechanical action. Badly 
stained areas may be brushed 
gently with a soft brush. Items 
too large to be handled by hand 
may be processed in a regular 
washwheel in the same manner 
as woolens. The suds bath (12 to 
14-inch level) and the rinse (12 to 
14 inches) should not run longer 
than two minutes.?9 

Proper Training— Use of radioactive 
isotopes in our hospitals in diag- 
nosis, treatment and therapy re- 
quires adjustments up and down 
the administrative and operational 
line, especially in the hospital 
laundry. Although radioactive lin- 
ens need little in the way of spe- 
cial treatment, some modifications 
can be made in the supervision and 
training of personnel and new reg- 
ulations to govern the plant opera- 
tion. 

The largest problem the laundry 
manager will face is the handling 
and disposal of the contaminated 
water from the washing cycle. In 
addition, he must also confine the 
processing of “hot” (radioactive) 
laundry to as small an area as 
possible and keep a constant vigil 
over his plant.?! 

Along with these steps, every 
laundry manager can help himself 
and the hospital through proper 
training of his employees to end 
washroom waste. It is amazing 
how few washmen are familiar 
with laundry technology. In most 
instances, washmen will follow in- 
structions, but how many of them 
know why?22 


JOSEPH F. KRAWIEC, PH.D., is an associate professor 
of clothing and textile research at the Pennsylvania 
State University, University Park, Pa. He is also 
associated with the state institutional laundries of 
Pennsylvania as laundry consultant and technolo- 
gist. Dr. Krawiec has been conducting conferences, 


short courses, 


research, a test sample program, 


studies in plant layouts and studies in production 
and efficiency since 1936. 


New Equipment—The washer-ex- 
tractor is gaining slow but steady 
popularity in the hospital laundry. 
Certain savings are possible with 
the washer-extractor unit, although 
vibration control is still a consid- 
eration. The selection of the proper 
unit is important, and proper main- 
tenance is essential. The impor- 
tance of correct clutch-timing is 
apparent since the unit must wash 
and extract the load properly.?3 

The time is still far distant when 
a laundry manager will sit at a 
control panel and completely proc- 
ess a load of soiled laundry. Dur- 
ing the next 10 years, the manager 
will still be required to supervise 
the collecting, sorting, washing and 
finishing. The 1960’s will see no 
radical changes, only a greater re- 
finement in the present new equip- 
ment. More detailed work is being 
done with folding devices and 
more refinements are being made 
on the washer-extractor, on auto- 
matic feeding of supplies and on 
unloading equipment.”4 
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INTRODUCTION 


ITERATURE in the medical record 
field during 1960 seemed to fall 
into four main subject categories: 
(1) the expanding concept of the 
functions and responsibilities of 
medical record librarians; (2) au- 
tomation and the application of 
electronic data processing to med- 
ical record procedures; (3) current 
practices in department manage- 
ment, and (4) the use of medical 
records in evaluation programs 
aimed at improving patient care. 
In common with other hospital 
department heads, the medical rec- 
ord librarian must recognize the 
importance of his role and that of 
his department in medical care and 
research. He must be prepared to 
assume responsibility for planning 
and giving medical record service 
of the highest quality as economi- 
cally as possible.} 

Qualities for effective leadership 
needed by the successful medical 
record librarian are: skills in or- 
ganizing and administering a serv- 
ice program and human relations 
skills, including the ability to mo- 
tivate, to delegate authority and to 
communicate ideas and knowledge 
effectively.25 Most important is the 
ability to work harmoniously and 
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ANNUAL ADMINISTRATIVE REVIEWS 
medical records 


by LAURA ANNE BIGLOW 


e Uses of data processing machines studied 


e Help offered in record retention problems 


e Legal status of medical records clarified 


successfully with other representa- 
tives of management in charting 
the most direct course to better 
patient care.* 

A continuing responsibility of 
professional medical record librari- 
ans, no less than of other depart- 
ment heads, is to recognize and 
prepare to meet the changing de- 
mands that will be made upon 
them and their departments in the 
medical care and research programs 
of the next 10 years. Education for 
future members of the medical 
record profession must indeed take 
these expanded functions and re- 
sponsibilities into consideration.5 


CURRENT PRACTICES 


Electronic Data Processing—The ac- 
cumulation and retrieval of statis- 
tical data on medical care for the 
information of the hospital admin- 
istration, medical staff and various 
approving bodies are increasingly 
important functions of the medical 
record department.® There is evi- 
dence that the only satisfactory 
answer to this problem is to “let 
machines do the work”.? 

Hospitals, like other businesses, 
must plan to use the most efficient 
and economical methods available 
for processing routine records, as 
well as for gathering and reporting 


operating statistics and research 
data. The application of electronic 
data processing methods and equip- 
ment to clinical and investigative 
medicine may prove to be one of 
the most important developments 
in the field of medical record sci- 
ence in this decade. 

A pilot study was instituted in 
1959 at Tulane University Medical 
School for evaluation of the use 
of large-scale electronic data proc- 
essing apparatus (digital compu- 
ters) in clinical research studies 
based on medical records. The in- 
vestigators utilized a mark-sense 
ecard technique, whereby a data 
sheet of 195 items was filled out 
with an electrographic lead pencil 
and machine punched on a stand- 
ard punched card in 40 seconds— 
thus saving the time of manual 
punching. The punch cards were 
then used with the large digital 
computer in which the magnetic 
memory drum retains data stored 
on its surface in the form of mag- 
netic spots and reproduces selected 
data upon request as programed. 

Pilot Study Indications—The pilot 
study indicated that techniques 
could be developed for the routine 
gathering and storing of medical 
data and for correlating and re- 
trieving such data. In fact, it would 
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A factual report 


on a new concept 
in hospital PR* 


Never before have good Patient Relations 
meant so much to hospitals as now. Dermassage 
offers a simple, effective means for improv- 
ing and expanding your program. Here are 
the facts as revealed by over 4,000 hospitals. 


As hospitals become more crowded and 
services more strained to meet the heavy de- 
mands placed upon them, patient relations 
have become a matter of increasing concern 
among hospital administrators and their staffs. 

In view of the widespread interest in this 
growing problem, the makers of Dermassage, 
America’s foremost non-alcoholic body rub, 
offer this practical and proved program for 
building good patient relations. 


The patient wants to be handled with care. 
Certainly he expects to be provided with the 
best possible facilities, experienced professional 
talent and modern medication. But he looks 
for something more: to be treated gently. This 
is important to him—and in the long run— 
important to your hospital. 


In over 4,000 hospitals, the accepted way to 
demonstrate this gentle care and attention to 
patient comfort is with a regular Dermassage 
massage. As an integral part of your patient 
skin care program, Dermassage offers the hos- 
pital and patient alike a number of significant 
advantages. 


Dermassage is popular with patients. They 
frequently mention its use to friends, reflecting 
favorably on your patient handling techniques. 
Dermassage has the fresh, pleasant aroma of 
natural menthol (no perfumed scent to annoy 
the sensitive patient). It’s non-greasy. Can’t 
stain bed clothes. And Dermassage contains no 
alcohol to dry and irritate the skin. Helps pre- 
vent bedsores and sheet burn. As you’d expect, 
Dermassage maintains an excellent bacterio- 
static activity against common skin bacteria. 


And Dermassage is economical. Replaces 
both alcohol and talcum, saving nurses’ valu- 
able time. Popular sizes available locally for 
immediate delivery. The name and picture of 
your hospital can be beautifully inscribed on 
your Dermassage bottles at no extra cost. This, 
too, is excellent public relations and highly 
ethical. Picture can be made from photo or 
your letterhead. 

Why not consider adding this gentle, effec- 
tive patient protection to your daily routine. 
Dermassage is good P.R. Over 4,000 hospitals 
can’t be wrong! 


MAIL COUPON FOR FREE TEST QUANTITY 








S. M. EDISON CHEMICAL COMPANY, INC. 

2710 South Parkway, Chicago 16, Illinois 

[-] Please send a generous sample of Dermassage for 
evaluation at no cost or obligation. 

[-] I enclose our hospital’s picture for free sample 
layout of bottle imprint. 
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appear that with the advent of the 
large-scale electronic digital com- 
puter, now available to most med- 
ical schools and other medical 
groups, the routine use of such 
apparatus has become feasible as 
an adjunct to clinical and investi- 
gative use in the evaluation of 
diagnostic and therapeutic prob- 
lems, as well as for improved med- 
ical record storage and accessibili- 
ty. 

Various methods for more eco- 
nomical coding of clinical data also 
have received some attention in 
the current literature. One method 
enables 240 factors of variables to 
be coded ca a single punched card.9 
The advantages of the digital com- 
puter to medicine are seen in the 
speed at which it can store and 
retrieve large quantities of in- 
formation. It may be that all med- 
ical information, experimental and 
clinical, could be so stored, includ- 
ing all or part of the medical 
record.10 

At this point, it is important to 
remember that the advancement of 
medical knowledge through clinical 
investigation by such research 
methods as those described can 
be accomplished only if one has 
well documented facts concerning 
the etiology, treatment and progress 
of each case to be studied.!! It is 
vital that the source document—the 
medical record—be worth analyz- 
ing, and that the data fed into the 
elaborate electronic computers be 
accurate, precise and complete. 


MECHANIZED equipment and improved filing and indexing systems 
are being adopted by more and more hospitals in their efforts to 
cope with mounting medical record handling and storage problems. 


* 


Institutions that carry out large- 
scale teaching and research pro- 
grams have found it advantageous 
to orient new staff physicians and 
other hospital personnel to the 
value of good medical record keep- 
ing, and to promote programs de- 
signed to help the physician com- 
plete his paper work with dispatch. 
Such simple inservice programs as 
orientation sessions on the use of 
the nomenclature or demonstra- 
tions on the proper use of special 
dictating equipment have helped 
to improve the quality of medical 
recording.1!2 

Record Retention—The problem of 
record retention will always be 
with us, but the size of the problem 
has been considerably reduced by 
some of the suggestions in the re- 
cent literature. The American Hos- 
pital Association issued a statement 
on the preservation of medical 
records of hospital inpatients which 
had been approved by the Board of 
Trustees and the AHA House of 
Delegates. This statement repre- 
sents a policy change from the 
statement on preservation of med- 
ical records issued by the AHA in 
1947. The basic recommendation 
remains the same—that generally, 
medical records may be considered 
to have served their purpose and 
be eligible for destruction 25 years 
following the patient’s discharge or 
death. For some institutions, how- 
ever, a lesser time limit may be 
appropriate. 

The new statement provides that 


in some institutions in which the 
use of records is limited, a lesser 
time (10 years) may be considered 
a desirable minimum, except as 
may be specifically prohibited by 
statute, ordinance, regulation or 
law, or as required for legal pur- 
poses. In such cases, abstracts of 
basic information should be kept 
on all records destroyed, and 
records of minors should be re- 
tained until after the expiration 
of the period of election following 
achievement of majority.}% 

It is necessary that each indi- 
vidual hospital establish its own 
policy regarding record retention 
in the light of local and state 
statutes and the needs of the in- 
stitution, A definite record reten- 
tion schedule is an administrative 
necessity for any hospital from 
the standpoint of operating econo- 
my and efficiency.!4 

The problem of record storage 
is shared by many hospital serv- 
ice departments. One hospital has 
worked out a solution through a 
committee of department heads 
most concerned. The committee 
serves as advisor to the adminis- 
trator and the board of directors 
on the development of policies for 
record retirement, schedules for 
control and destruction and policy 
enforcement. As a solution to the 
twin problem of storage space and 
accessibility, some institutions in- 
crease file space for active records 
by changing from conventional 

(Continued on page 113) 


Application of data processing machines to medical records pro- 
cedures, including handling and processing, promises to be of 
tremendous importance 


the field. 
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A happy combination of the traditional and the modern 


in patient room furniture with new fruitwood finish 


e Although classed in the moderate price range, this No. 80-65 private room 

grouping is designed and built for value and durability as well as for smartness 

and beauty. All posts and framework are of solid Maple. The panel work is 

cherry wood. The tops of bedside cabinet and overbed table are high pressure ic 

laminate, cherry grained, heat-and-stain-resistant. A distinctive feature is the HILL-ROM 
decorative motif which curves gracefully across the panel parts to contrast ‘. 


pleasingly with the luxurious finish of the wood. This motif consists of a wide 3 
but shallow groove that is easily cleaned. f=1@) O ‘@) 
Included in the room pictured above are: No. 80-65-1 All-Electric Hilow in| 

Bed; No. 8003 Bedside Cabinet; No. 80-614 Overbed Table; No. 8007 Straight 
Chair; No. 1000 Arm Chair and No. 306 Lamp. SERIES 
Also available with this grouping are the No. 80-62 Electric 
Hilow Bed and No. 80-61 Manual Hilow Bed. This grouping is 
also recommended for semi-private rooms and wards. Catalog and 
complete information on request. 


The No. 80-65-1 All-Electric Hilow Bed and the No. 80-62 Electric Hilow Bed are listed by Underwriters’ Laboratories 
as safe for use with oxygen. —administering equipment of the nasal mask type and half-bed length standard oxygen tent. 


HILL-ROM COMPANY, INC. BATESVILLE, INDIANA 
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Hill-Rom /\\= (aluminum extruded) Screening 


COMPLETE PRIVACY for semi-private rooms 
3 Types and wards—in Old Buildings or New 


of installation Hill-Rom surface mounted A.E. (Aluminum Extruded) Screening insures a 
, neat, streamlined appearance to the well appointed hospital room. Any 
1 aca te aoe bumps or waves in the ceiling are bridged by the track and made incon- 
1 caer imesti spicious. The track can be installed with heavy toggle bolts without showing 

drill marks or plaster chips. 
a onan Sept The combination of the aluminum track and nylon slides give a smooth, 
quiet operation. Nurses appreciate the no-jerking, no tugging, no coaxing 
3 Near Ceiling Suspended movement of the curtains. The maintenance staff will appreciate the mini- 

(dropped from ceiling) mum amount of maintenance work necessary. 


New Screening catalog will be sent on request. 


* Surface mounted installation, 
showing one bed completely 
screened, yet allowing access to 
the other patient. The perma- 
nently flameproofed cordette cur- 
tains with nylon mesh top are easy 
to wash and require little if any 
ironing. The correct spacing of 
hooks and grommets gives a neat, 
tailored effect. 


® The cubicle can be com- 
pletely screened for privacy. The 
slides literally glide around the 
corners—no coaxing, no tugging. 
This quiet, easy action is appre- 
ciated by the nurse, and does not 
disturb other patients. 


€ If attention to the patient is of 
short duration, the nurse need 
merely pull the curtain between 
the two beds. The curtains ex- 
tend to 12” above the floor— 
the correct height when the Hilow 
bed is in low position. 


HILL-ROM COMPANY, BATESVILLE, INDIANA 





drawer files to shelf filing equip- 
ment.}5 

These two problems of storage 
space and accessibility will become 
more acute for most hospitals as 
the demand increases to make all 
of the records of a patient avail- 
able for the use of the physician at 
the time of re-examination and 
treatment. From both the medical 
and financial standpoints, it means 
a great deal to a patient to have 
the complete medical record of all 
his previous tests and examinations 
immediately available whether 
these tests were conducted on an 
inpatient or an outpatient basis. 
This means that a test need not 
be repeated or a former finding 
overlooked because a report was 
not on the record. Anything less 
than 100 per cent service in this 
regard should be cause for imagi- 
native planning by the medical 
record librarian. When all past 
records of a patient are made im- 
mediately available to those treat- 
ing him, the medical record de- 
partment contributes directly to 
the very best medical care for the 
patients.16 

Statistics—It has been often said 
that statistics, no matter how care- 


fully compiled, have no value un- 
less they are used. Statistical data 
concerning hospital practices and 
hospital charges, presented in the 


proper setting, can help bring 
about a better understanding be- 
tween the hospital and the com- 
munity it serves.!17 However, the 
terms used must be understandable 
and the patient care categories 
well defined, or the hospital serv- 
ice statistics will prove confusing 
rather than illuminating. The AHA 
published a manual entitled Uni- 
form Hospital Definitions. It con- 
tains recommendations for stand- 
ard definitions for hospital terms 
related to the type of volume of 
patient care activities. Definitions 
for such basic terms as “inpatient”’, 
“outpatient”, “bed capacity” and 
“percentage of oecupancy” will be 
helpful to medical record librari- 
ans and hospital administrators in 
the collection and interpretation of 
meaningful statistics on patient 
care services rendered.!8 

Legal Problems—The legal status 
of medical records and the legal 
aspects of medical care form a 
many sided problem, varying as- 
pects of which daily confront the 
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medical record librarian, adminis- 
trator and medical staff. A statute 
recently passed in the state of Wis- 
consin gives to the patient, or to 
a person authorized by the patient, 
the right to inspect and copy his 
medical records pertaining to treat- 
ment.!® This is the fourth state in 
which statute provides for such in- 
spection. The Wisconsin law will 
undoubtedly require policy and 
procedural decisions by hospitals 
in that state regarding the han- 
dling of such requests for access 
to the medical records. 

Another interesting statute was 
passed in the state of South Da- 
kota, which has the effect of ex- 
empting from evidence in court 
action all records, reports or state- 
ments of health departments, med- 
ical associations, or hospital staff 
committees obtained in the course 
of studies done for the purpose of 
reducing morbidity or mortality.” 
As far as hospitals are concerned, 
this would probably pertain to the 
reports of audit, medical record, or 
tissue committee activities directed 
at improving the quality of patient 
care. 

Another legal problem, that of 
obtaining satisfactory written con- 
sents for medical treatment, has 
resulted in the compilation of a 
manual containing basic informa- 
tion pertaining to consents required 
in the daily operation of medical 
care institutions in the state of 
California. The Consent Manual has 
been compiled by the legal counsel 
of the California Hospital Associa- 
tion and contains explanations of 
the legal aspects of various types 
of treatment and record forms rec- 
ommended for obtaining a patient’s 


the author 


written consent for such treat- 
ment.?! 

Medical Audit—The measurement 
techniques developed by various 
medical staff committees, such as 
the tissue committee or the medi- 
cal audit committee, have been 
accepted for some years as a valu- 
able means of improving the qual- 
ity of patient care, as a method of 
medical staff education, and, in 
general as an effective force for 
elevation of standards of medical 
practice.*2 However, although 
standards for evaluation of surgi- 
cal care have received considerable 
attention, objective standards for 
the less tangible medical care have 
been more difficult to establish. 

An interesting recent develop- 
ment in this area is the Medical 
Care Appraisal Plan developed by 
the American College of Physi- 
cians.23 It is designed to cover all 
nonsurgical procedures in the hos- 
pital and includes, among other 
aspects of the evaluation process, 
a careful appraisal of a random 
sampling of 20 per cent of the rec- 
ords of patients discharged during 
the month, with particular atten- 
tion to the investigative and thera- 
peutic techniques used. 

A special postgraduate course 
devoted to methods of evaluation 
of clinical practice, entitled “The 
Internal Medical Audit” was spon- 
sored by the University of Colo- 
rado School of Medicine in August 
1960.24.25 The course was attended 
by approximately 200 physicians, 
hospital administrators and medi- 
cal record librarians from the 
United States and Canada. 

Another aspect of the medical 
audit discussed in current litera- 


LAURA ANNE BIGLOw is chief of the education pro- 
gram, the American Association of Medical Record 


Librarians. 


Miss Biglow’s positions 


in the field 


of medical records include, chief medical record 
librarian, Doctors Hospital, Seattle; instructor in 
medical record science, College of St. Scholastica, 
Duluth, Minn.; medical record consultant and group 
supervisor, medical record branch, division of hos- 
pitals, U.S. Public Health Service; and chief, medical 
record section, U.S. Public Health Service Hospital, 


Staten Island, N.Y. 


Miss Biglow did her graduate study in public 
health education at the University of Minnesota, 


Minneapolis. 





ture was the peril of accepting 
“norms” or “averages” or com- 
monly accepted rates and ratios 
as absolute standards rather than 
as guides to encourage further in- 
vestigation. When hospital service 
or medical service statistics show 
wide divergence from the general- 
ly accepted norms or averages, vig- 
ilant staff committees should ac- 
cept this as a challenge to learn 
why and not accept the divergence 
as evidence of either faulty or 
extraordinarily fine medical care. 


Rates, averages and ratios should 
be judged on the cases involved 
and on the hospital in which the 
treatment was given. An institu- 
tion with a highly specialized med- 
ical staff may attract a high vol- 
ume of serious and complicated 
cases. The best of medical care 
should be given, and at the same 
time the hospital could have high- 
er death “rates” than hospitals in 
the same area with a smaller num- 
ber of similar cases.6 
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in stock... available for wmmedate 
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Convenient snap-out medical record forms ready for immediate 
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Records—An important event on the 
international scene was the Third 
International Congress on Medical 
Records held in Edinburgh, Scot- 
land, April 25 to 29, 1960, with 
representatives from 18 countries. 
The scientific program of the con- 
gress included papers on exchange 
of personnel, the clinical approach 
to nomenclature and classification, 
the value of medical records to the 
World Health Organization, reports 
by selected national representa- 
tives on the development of medi- 
cal record services in their lands, 
reports of two international study 
projects, “A Glossary of Terms and 
Definitions” and “The Individual 
Health Record.”’27 
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ANNUAL ADMINISTRATIVE REVIEWS: medical social work 


by MRS. PAULINE M. RYMAN 


e New concepts in patient care expand need for social services 


e Changing curriculums influence hospital social service programs 


e Professional recruitment remains a challenge 


INTRODUCTION 


HE LITERATURE for 1960 from 

the fields of social work and 
hospital administration indicates 
that changing concepts in various 
phases of patient care, such as 
chronic disease, home care, in- 
creased concern for the problems 
of the aged patient and new em- 
phasis on rehabilitation and pre- 
vention, are contributing to the 
expanding role of the social work- 
er in the hospital. 

Comprehensive medicine, as 
practiced in the modern hospital, 
necessitates that the physician 
know more about the emotional 
and environmental stresses that 
have produced or prolonged his 
patient’s illness, the effect of the 
illness and disability on the family 
and the home situation to which 
the patient must return to con- 
valesce. Some physicians utilize 
the social worker in obtaining ex- 
pert social data from the patient 
and his family.! 

Estimating Number of Departments— 
According to Part 2 of the Aug. 1, 
1960, Guide Issue of HOSPITALS, 
J.A.H.A., there are presently 1507 
social service departments in the 
6316 hospitals (as reported in 
1959). Out of this number, 236 are 
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in federal hospitals and 1271 in 
nonfederal hospitals. Of federal 
hospitals, 56.4 per cent have social 
service departments and of non- 
federal hospitals, 21.5 per cent.? 
As would be expected, a much 
higher percentage of hospitals of 
more than 200 beds have social 
service departments than those 
with smaller bed capacity. This 
compares with 967 departments in 
a total of 6363 hospitals reporting 
to the American Hospital Associa- 
tion in 1954, 691 of which were in 
short-term hospitals, 287 in gov- 
ernment, local, state and federal 
hospitals, 133 in general long-term 
hospitals, 143 in tuberculosis hos- 
pitals.3 

To make these figures compara- 
ble, we should deduct the 332 psy- 
chiatric hospitals reporting in 1959, 
because, in the 1954 survey involv- 
ing medical social service, psychi- 
atric hospitals were excluded. With 
this correction, there is an appar- 
ent increase of 175 new depart- 
ments in the years between 1955 
and 1958. Some of this difference 
may be accounted for by lack of 
complete reporting in the 1955 
study or by differences in the defi- 
nition of a social service depart- 
ment, 


In the 1954 survey, only 1345 
hospitals were sent questionnaires, 
as they had reported having social 
service departments the previous 
year. 

Scope of Work—Since the first so- 
cial service department was estab- 
lished at Massachusetts General 
Hospital in 1905, medical social 
workers have found their way into 
many other kinds of programs. 
They are now related to such other 
social and health institutions as 
official health agencies (local, state, 
federal), voluntary health agencies 
(for example, the National Foun- 
dation), rehabilitation centers and 
medical care divisions of public 
welfare agencies. 

As the scope of medical social 
work has been enlarged beyond 
concern for the social needs and 
problems of individual hospital 
and clinic patients to the social and 
health needs of groups of patients, 
the families of patients, and the 
community, all three of the basic 
social work processes are employed 
in its practice: social casework, 
social group work and community 
organization.*,20 

For many years, professional so- 
cial workers, hospital administra- 
tors and physicians have considered 
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the problem of the optimal organ- 
izational structure for social work- 
ers practicing within the hospital. 
It is now generally agreed that 
social services should be organized 
on a departmental level, and that 
all social workers in the institution 
—medical, psychiatric and group 
workers—should be responsible to 
the director of the department, re- 
gardless of the unit to which they 
are assigned or the source of finan- 
cial support. This principle is par- 
ticularly important in view of the 
trend to add to clinic programs 
social workers who are being paid 
by special grants from voluntary 
health agencies, and research work- 
ers whose salaries are being fi- 
nanced from outside grants. Even 
though all social workers within 
the institution may be related to 
one department, they may be as- 
signed to the various medical and 
psychiatric units or to special proj- 
ects. Within their particular as- 
signment, they may work closely 
with the physician in charge of a 
particular service or project. 


CURRENT PRACTICES 


Scope of Activities—The literature 
for 1960 refiects to a remarkable 
degree the scope of the present 
concerns and activities of the social 
worker in the medical setting. In 
an article from an outpatient diag- 
nostic center in Indianapolis, the 
functions of the social worker in 
the clinic are summarized as fol- 
lows: (1) performing direct case- 
work services to families and chil- 
dren as part of a diagnostic and 
treatment team; (2) teaching in- 
terviewing techniques to other 
professional persons in training; 
(3) interpreting social information 
and knowledge of community re- 
sources to other staff members 
working with children; (4) par- 
ticipating in clinic research studies 
that will result in better services 
for children and the strengthening 
of community resources; (5) train- 
ing social work students with med- 
ical and nursing students in a 
practical demonstration of team 
cooperation.5 

One author discusses the atti- 
tudes of physicians and social 
workers toward the neglected child, 
the changes that have taken place 
in child-rearing practices and the 
kinds of families involved in such 
situations.® 
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Social workers in many settings 
are becoming more convinced of 
the importance of family diagnosis 
and treatment of the family as 
well as the patient. From Engla.d 
comes a series of articles on the 
family as a client and the effect of 
single and multiple illnesses on 
families.” 

Illness produces stress in fami- 
lies. The social worker is often 
asked to handle family problems 
precipitated by illness. The poli- 
cies of the hospital must take into 
account the importance of the 
family and must encourage the 
participation of the family in the 
care of the patient.8.9 

A social worker from National 
Institutes of Health emphasizes 
that children facing heart surgery 


(RIGHT) Children facing seri- 
ous operations require special 
consideration and attention. 
Identification of the psycho- 
social aspects surrounding 
children in hospitals needs to 
be understood and carefully 
handled if the child is to 
achieve maximum benefit from 
his treatment. (BELOW) Con- 
stantly changing concepts in 
patient care increase the need 
for medical social workers in 
the hospital setting. The so- 
cial worker, as part of the 
hospital team, must be kept 
abreast of these changes in 
order to function properly. 


bos ete 


require special consideration. The 
identification and understanding of 
psycho-social aspects by persons 
who come in contact with these 
patients during treatment reduce 
tension and permit the patient to 
achieve maximum benefit from 
treatment. Their families, too, can 
often benefit from the attention 
of the social worker.!9 Another 
series of papers offers in condensed 
form some of the best thinking on 
the subject of death from the 
clergy, the psychiatrist and the 
social worker.!! 

From a metropolitan state hospi- 
tal comes an article on the use of 
social group work in a treatment 
unit. Although the literature does 
not reflect this, in many settings 
group work is being practiced with 
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physically ill patients, especially 
in children’s hospitals and in facil- 
ities for long-term patients.!2 

Incorporating Workers’ Data—Most 
hospitals now endorse the plan of 
incorporating the social workers’ 
notes in summarized form in the 
patients’ medical history. A group 
from the University of Illinois Col- 
lege of Medicine reports on its 
new system of recording these 
notes in medical histories.13 In 
some social service departments a 
recording on certain cases made 
by a separate process is kept in 
the social service files for super- 
visory purposes. 

Staffing Patterns—For some time 
the medical social work section of 
the National Association of Social 
Workers (NASW) has been con- 
cerned about the problem of 
establishing staffing patterns for 
social service departments in hos- 
pitals. 

Two recent articles touch on this 
subject: A discussion of the use 
of the social worker in discharge 
planning in veterans’ hospitals in- 
dicates that the social service de- 
partment was used in 5 per cent 
of the cases referred for discharge 
during three months of 1958.14 In 
contrast, one article dealing with 
the use of the social worker with 
long-term patients in five general 
voluntary hospitals indicates that 
social service was used in about 
21.2 per cent of the cases. The 
author comments further that a 
high proportion of patients were 
referred late in the patient’s stay, 
primarily to complete a discharge 
plan. Service in three basic cate- 
gories—admission, hospital adjust- 
ment and discharge planning—was 
given to about one-third of the 


the author 


patients served. The author asks 
why requests for psycho-social 
evaluation are relatively infrequent 
despite their particular value to 
effective care of long-term pa- 
tients.15 

The use of social service is, of 
course, closely related to the types 
of patients served and to the meth- 
ods of referral established by the 
administration and the medical 
staff. Where the social worker de- 
pends upon referral from the phy- 
sician, the use of social service is 
closely related to the physician’s 
understanding and acceptance of 
the function and the contribution 
of the social worker. 

Illness and disability create prob- 
lems for patients and their fami- 
lies regardless of levels of income, 
and it is being recognized that 
private patients can also benefit 
from the services of the social 
worker in coping with problems 
produced by illness. Physicians, 
many of whom have become im- 
pressed with the value of social 
service with their staff patients, 
now demand social work service 
for private patients, too. This trend 
introduces the question of fees for 
professional service rendered by 
the caseworker. Various depart- 
ments are now experimenting with 
a fee service.16.17 

Social Service and the Aged—As hos- 
pitals become more involved in the 
care of aged and chronically ill 
patients, it is reasonable to assume 
that increasing demands will be 
placed on social service. It is im- 
portant to realize that the older 
person, especially the one who has 
outlived his family and friends, 
places a demand on the social 
worker for a different type of 
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service. This kind of patient re- 
quires much more time for inter- 
pretation of plans, and often the 
social worker is called upon to do 
“for” rather than “with” the pa- 
tient and his family.!® 

Although nothing has appeared 
in the literature during the past 
year, the social work group is con- 
cerned about the use of workers 
without full graduate training to 
handle some of the services re- 
quested of the social service de- 
partment. Both the Practice Com- 
mission of the NASW and the 
Practice Committee of the Medical 
Social Work Section have study 
committees working on the prob- 
lem of defining the tasks that may 
be performed by a person without 
professional training. 

Curriculums Changing—Changes that 
are presently taking place in cur- 
riculums of schools of social work 
will have significance for social 
work programs in hospitals.!® For 
a number of years, the trend has 
been toward a more generic type 
of training for all social workers, 
which will eventually prepare them 
to work in any setting in which 
social services are provided. 

Although it is expected that the 
generically trained student may be 
more skilled and eventually more 
able to function independently, he 
will need closer supervision and 
a longer period of orientation to 
the medical setting during his 
early years of practice. This may 
mean that social service depart- 
ments will have to give more at- 
tention to the provision of adequate 
supervision for beginning workers. 

At the same time, there is a 
trend in practice toward the use 
of group supervisory techniques 
with the more experienced work- 
er.20 Attempts are being made to 
provide salaries that will hold the 
skilled caseworker for direct serv- 
ice to patients rather than force 
him to seek a position that offers 
a higher salary in supervision, 
teaching, administration and re- 
search. The social worker in the 
hospital is expected to work more 
or less independently; therefore, a 
high degree of skill is desirable. 
As the social worker moves more 
into interdisciplinary conferences 
and the teaching of related disci- 
plines, the experienced worker be- 
comes increasingly valuable.?1,22 

Better Recruiting Operations—Re- 
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cruitment to the profession con- 
tinues to be a problem. Social work 
is recruiting in competition with 
the various other professional fields 
for the promising college graduate. 
At a time when 12,000 new social 
work positions are becoming avail- 
able annually, the schools of social 
work are graduating a total of 
approximately 2500 students each 
year. 

Medical social work has in re- 
cent years been fortunate in re- 
ceiving sizable grants from the 
National Foundation to finance ex- 


tensive recruitment programs. In 
accordance with the Foundation’s 
new policy on scholarships, this 
grant is being terminated. For this 
reason it becomes increasingly im- 
perative that hospitals concern 
themselves with the problem of 
recruiting for social work as well 
as for the other professional groups 
that practice in hospitals. 
Trends—In the last five years, 
there has been a marked increase 
in the number of social service de- 
partments in hospitals. The role 
that the hospital of the future will 
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assume as a community health 
center makes it imperative that 
hospitals have social service pro- 
grams to supplement the care given 
by the several other professional 
groups involved in patient care. 

As more and more patients are 
covered by some type of third- 
party payment, either voluntary 
health insurance or some govern- 
mental subsidy, the social worker’s 
concern with the indigent patient 
is broadened to include those in 
all income groups.!6 

According to the literature, the 
role of the hospital of the future 
is well delineated. The social work- 
er has an increasingly important 
contribution to offer in the medical 
care of the future. Hospital admin- 
istrators and physicians need to 
understand and accept this de- 
velopment and to work together 
toward achieving a higher level of 
care for all patients.! 
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FLOW PROCESS CHART 


ANNUAL ADMINISTRATIVE REVIEWS: 


by MATTHEW F. McNULTY JR. 


INTRODUCTION 
\ 7HEN “organized methods im- 


provement” began showing 
promise within the hospital field, 
many hospital officials looked to 
this new approach as a virtual 
“cure-all” for administrative prob- 
lems. Of course, this is not the 
case. Improvement in methods has 
been an integral part of hospital 
administration all along. What has 
become to be known as organized 
methods improvement consists of 
a set of approaches and tools which 
an administrator may use in con- 
cert with other valuable tools to 
assist him in the economical and 
successful operation of a hospital. 
Perhaps the most valuable aspect 
of this relatively new hospital tool 
is the fact that it is a scientific 
approach to problem solving. Deci- 
sions can be based on fact rather 
than on opinion. A reliable and 
valid methodology is available for 
generating the factual information 
required for objective decision 
making. There is continuing evi- 
dence that in addition to other 
benefits, organized methods im- 
provement has assisted in control- 
ling capital and operating costs. 
Hospitals can and do receive re- 
wards greatly in excess of their 
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Methods improvement 


applications show expansion 


Industrial engineering 


techniques gain rapidly 


in attention 


Use of scientific methodology 


much in evidence 


investments of time and money in 
such methods programs. 


CURRENT PRACTICES 


During 1960, the “do-it-your- 
self” approach to organized meth- 
ods improvement continued to be 
well represented by published ar- 
ticles. The literature reported more 
formal inservice programs to 
create receptive attitudes and to 
make available a few simple tools 
for improvement at the level of 
department heads and key super- 
visors. Work simplification still 
seemed to be the approach most 
widely used. However, the trend in 
1960 seemed to be towurd a more 
refined form of methods improve- 
ment program. Previously the 
question was, “Can a hospital af- 
ford a methods program?” The 
question now seems to be shifting 
toward, “Can a hospital afford not 
to have a methods program?”’ 

New Investigation—Methods im- 
provement within the hospital field 
is analogous to the growth of a 
tree. Most programs started on a 
small scale and in an unimpressive 
manner. Typical programs con- 
sisted primarily of work simplifi- 
cation techniques. These programs 
dealt with the appreciation of a 
need for improvement and were 


methods improvement 


concerned with simple problems. 
Not too much attention was given 
to areas where personnel were in- 
volved in direct patient care. Dur- 
ing the last five years, however, 
the tree has grown in size and 
strength and has added many new 
branches of investigation. 

Methods improvement is expand- 
ing. Its philosophy, approaches and 
tools are assisting an ever-increas- 
ing number of areas of hospital 
operation. Independent and _ iso- 
lated studies in central supply, 
housekeeping and laundry still are 
being done and are giving bene- 
ficial results, but progressively 
more methods improvement effort 
is being directed to interdependent 
problem areas transcending de- 
partmental and professional lines. 
Discernable strides are being taken 
under the banner of organized 
methods improvement in augment- 
ing other administrative resources 
for the resolution of complex prob- 
lems. There is a marked increase 
in the sophistication of methods 
improvement projects undertaken 
during the past few years. 

High Costs of Patient Care—Litera- 
ture published in the past year 
emphasized the fact that hospitals 
were continuing to recognize the 
cost of high quality patient care 
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and were looking for ways to com- 
bat this problem without diluting 
the quality. As one administrator 
indicated, “The avenues of relief 
open to us in a rising cost system 
are restricted. We may increase in- 
come by raising charges for serv- 
ice, or by increasing unit volume 
more than cost; we may reduce 
expenses by eliminating or cur- 
tailing. services, or by improving 
efficiency of operation. The fourth 
avenue, reducing expenses by im- 
proving efficiency of operation, is 


the most accessible to the individ- 
ual administrator. Hospital ad- 
ministration has widely employed 
management principles and proce- 
dures in the complex modern hos- 
pital. Yet we have been slow to 
adopt one management tool which 
industry has found extremely valu- 
able—industrial engineering meth- 
ods.’”! Through publications of this 
type, the use of industrial engi- 
neering techniques seemed to be 
gaining rapidly in attention and 
emphasis in hospital settings. 
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A significant trend which could 
be recognized in 1960 is the in- 
creasing acceptance by health- 
oriented individuals of methods 
improvement practitioners as bona 
fide members of the hospital team. 
“Do-it-yourself” programs are still 
quite popular among hospitals, but 
a considerable number of hospitals 
have added industrial engineers 
and others as methods practition- 
ers on a substantial basis. By latest 
count of the Committee on Meth- 
ods Improvement of the American 
Hospital Association, at least 75 
nonfederal hospitals have formally 
organized programs, as compared 
with around 15 hospitals in 1956. 
The committee’s survey shows 48 
hospitals with full-time industrial 
engineers or work simplification 
coordinators, 20 with programs di- 
rected by consultants and at least 
5 research-oriented programs in or 
near medical centers.2 Many more 
hospitals are known to have or- 
ganized programs with part-time 
practitioners. A large number of 
Veterans’ Administration and 
armed services hospitals also have 
programs, 

The literature for 1960 contained 
several case studies which indi- 
cated the sophistication that meth- 
ods improvement in hospitals has 
achieved. One such article de- 
scribes how methods engineering 
can deal with menu planning. The 
article observes that with proper 
design and planning, a dietary sys- 
tem can be flexible enough to meet 
practically any menu problem. An 
interesting observation of the ar- 
ticle was to the effect that elec- 
tronic computer costs would be 
considerably greater than the costs 
of a manually punched card sys- 
tem. It would thus be difficult to 
justify computer assistance for 
only one department, such as the 
dietetic department. However, the 
article did suggest that in most 
instances the economy of computer 
application would be dependent 
upon total paperwork processing 
in the hospital. 

Industrial Engineering in Surgery— 
Another case study reported work 
done in a surgical department 
where an industrial engineer un- 
masked costly operating room 
practices which resulted in de- 
partmental deficits and uneconom- 
ical use of personnel.4 Another 
study was presented indicating the 
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attempt to obtain a realistic evalu- 
ation of the design efficiency of 
various types of hospital plans.5 
There are strong indications that 
work measurement and work sam- 
pling, both well established indus- 
trial engineering tools, can be 
valuable to hospitals for gathering 
information in the complex opera- 
tion of the hospital. The 1960 lit- 
erature contained many illustra- 
tions of the use of these techniques. 
A possible use of work measure- 
ment is described in a 1960 article 
pertaining to office and clerical 
applications.6 A mythical company 
and situation was established. The 
reader was told how to use records 
and other information to set stand- 
ards based upon past performance. 
Suggestions were given on how to 
improve clerical methods and what 
to do with methods improvement 
information. Included was a dem- 
onstration of how to encourage 
and motivate workers. The proce- 
dures described could have appli- 
cation in many hospital situations. 
As in 1959, the literature for 
1960 included articles on how to 
establish a methods program. One 
such article emphasized that the 
primary responsibility for admin- 
istrative research and improve- 
ment lies with the administrator 
and his line executives. They must 
generate a philosophy of organ- 
ized methods improvement. Com- 
plete cooperation of the entire or- 
ganization, including medical staff, 
is required. The article recom- 
mended that ideally the person in 
charge of the organized methods 
improvement program should be a 
staff assistant to the administrator 
and should be assigned no line re- 


the author mv 


sponsibility. His role should be 
carefully defined so that it will not 
conflict with those of line assist- 
ants. He must be aware of the so- 
cial, professional and administra- 
tive framework of the hospital and 
the constraints which this frame- 
work imposes on decision mak- 
ing.” 

Sharing Engineering Services—At 


least one group of edministrators | 


have worked out a plan for sharing 
the services of an industrial engi- 


neer who performs in a staff posi- | 


tion.8 
In the spring of 1960, the Ameri- 


can Hospital Association sponsored | 
an invitational conference on or- | 
ganized methods improvement, This | 
meeting brought together for the | 
first time administrators with for- | 
mal programs, methods practition- | 
ers in active hospital programs and | 
engineering educators | 
participating in hospital methods | 


industrial 


improvement. This meeting pro- 
vided a forum for the exchange of 
information on problem areas and 
discussion of fruitful approaches 
and techniques. Communication 


channels were opened for future | 
exchanges of information. The suc- | 
cess of this meeting motivated the | 
AHA to plan an advanced institute | 


on methods improvement for 1961. 


The literature in 1960 demon- | 


strated a high degree of scientific 
methodology. The emphasis was 
on scientific procedures of evalua- 
tion. Operations research became 


more than an attractively sounding | 
title previously understood chiefly | 
in a few centers. In the same pe- 
riod, the practice of methods im- | 


provement advanced in many areas 
to a level of professionalism. 
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(ABOVE) Pictorially, these sketches show how methods 
improvement can simplify work and reduce the number 
of personnel required to perform the tasks in the hospi- 
tal department. (RIGHT) This tree with its branches depicts 
the areas in which methods improvement operations have 
been applied to various hospital departments. 


Rather than revelations of case 
histories of do-it-yourself im- 
provements, the literature cen- 
tered on the identification and defi- 
nition of problems, structuring of 
studies, controls for checking va- 
lidity of findings and _ similar 
methodological considerations. 

Expanding Reseerch—The research 
aspects of methods improvement 
are expanding. A rather ambitious 
project in 1960 is a study of hos- 
pital decision making under the 
title “Disposable Versus Reproc- 
essed Hospital Supplies” at the 
Georgia Institute of Technology.® 
The primary purpose of this multi- 
disciplinary research study is to 
give the administrator some type 
of yardstick with which he can 
make decisions as to whether he 
should use disposables or conven- 
tional reprocessed supply items. 
The ultimate aim of this research 
is the development of a general 
theory for establishing rational 
managerial behavior in choices 
from among measured alternatives. 
Such a theory would encompass 
supplies, materials, equipment, fa- 
cilities, labor, services and other 
hospital resources. 

Another research project has 
been an attempt to staff a nursing 
unit by classifying patients into 
categories. These categories are 
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based on the amount and kind of 
nursing service which a patient 
will require in an eight-hour pe- 
riod. The results have been en- 
couraging.!° Another research proj- 
ect which was undertaken was “A 
Critical Incident Study of Hospital 
Medical Errors.” This study dealt 
with recommendations pertaining 
to written communication, medica- 
tion procedures, the working envi- 
ronment and education and train- 
ing; and these recommendations 
were aimed at the design of a safer 
and more efficient medication sys- 
tem.11 

Should hospitals throughout the 
country budget for administrative 
research and improvement and in- 
clude the cost of such in billings 
to patients and to insurance com- 
panies? Industrial manufacturers 
with good research staffs and pro- 
grams are the most productive and 
have the best cost positions. They 
regard research as an operating 
cost. It is estimated by the Na- 
tional Industrial Conference Board 
that 2 per cent of sales costs is at- 
tributable to research. One au- 
thority suggested that a good pro- 
gram can be conducted in any size 
hospital for less than one per cent 
of the annual budget.? 

For 1960, the literature and oth- 
er sources seemed to document that 
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the methods improvement tree has 
added many new branches, has 
strengthened some branches and 
has ceased to rely entirely upon 
certain of its original sprigs. There 
is clear indication that in the years 
ahead the tree will continue to 
grow and mature for the benefit of 


all. 
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NO. 2 IN A SERIES 


This is the second in a series 
of articles on High Vacuum 
Sterilization and how it brings 
greater safety and efficiency 
to hospital sterilization. Its 
author is Richard D. Castle, 
head of Research and Devel- 
opment, Wilmot Castle Com- 
pany, Rochester, N.Y. Work- 
ing with the Drayton Regu- 
lator & Instrument Co., Ltd., 
of England, Castle has devel- 
oped the OrthoVac* High Vac- 
uum Sterilizer. First models 
will be installed in U. S. hos- 
pitals this year. 




















@ The advent of High Vacuum Sterilization brings four major 
advantages to hospital ‘dry goods”’ sterilization. The first is 
speed. Using the High Vacuum System, a typical ‘‘dry goods” 
cycle is run in 15 minutes compared to conventional cycles of 
one to two hours. A second advantage is safety. With the 
drawing of a near-absolute vacuum, uniformity of tempera- 
ture throughout the load is obtained within a predictable 
period. Common errors in packaging and loading are no longer 
critical. Sterilization becomes a mathematical certainty. Steri- 
lizers may be loaded to capacity—an increase of approximately 
25% for every existing ‘“‘dry goods”’ sterilizer. Finally, there is 
greater preservation of fabrics with reduced exposure time. 
@ There are certain essentials to the practical operation of a 
High Vacuum System. Success depends on removal of enough 
air so there can be no variation in the time necessary for 
steam-air interchange. This requires a vacuum of less than 
20mm Hg. abs. The Castle-Drayton OrthoVac System uses a 
high-efficiency oil-seal vacuum pump to draw such vacuum. 
Steam penetration and load heat-up are thereafter practically 
instantaneous. An oil-seal pump is used because it is fast and 
provides considerable reserve capacity in the critical range as 
a safety factor. On the other hand, water-seal pumps tend to 
drop in efficiency as they approach the critical range and are 
dependent on water supply temperature. 

@ The importance of adequate vacuum is shown in Chart 1., 
which indicates relationship of speed of heating and degree of 
vacuum obtained. 
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@ 20mm Vacuum (29.2” Hg.)—steam heats to center with no delay 

® 40mm Vacuum (28.4” Hg.)—steam heats to center after 8 minute delay 
© 60mm Vacuum (27.6” Hg.)—steam heats to center after 15 minute delay 
© 100 mm Vacuum (26.0” Hg.)—steam heats to center after 30 minute delay 











@ For efficiency and safety, the same degree of vacuum must 
be drawn during each cycle. To guarantee this the OrthoVac 
System employs an exclusive barometrically compensated abso- 
lute pressure switch. This device safeguards the cycle by auto- 





The Essentials 
of HIGH VACUUM 
Sterilization 


by Richard D. Castile 


matically compensating for height of the sterilizer above sea 
level and daily barometric pressure fluctuations. The need for 
manual adjustments to allow for critical changes in ambient 
pressure is eliminated. 

@ With the establishing of a near-absolute vacuum, it is 
possible, for the first time, to safely determine the time re- 
quired for all parts of a load to reach killing temperature— 
regardless of size of load or manner of packaging. 

@ Once known, this permits use of the exclusive OrthoVac 
Time-Temperature Integrator in the control of the timing phase. 
Whatever temperature has been pre-selected at 250° F. or 
over, the Integrator automatically selects the exact time nec- 
essary for kill, based on established bacteriological law. The 
operator selects temperature only, leaving correct selection of 
exposure period to the sterilizer’s automatic control system. 
Recording instruments monitor successful attainment of ster- 
ilizing conditions. Chance of human error in exposure settings 
is eliminated. Chart 2. shows how Integrator has been engi- 
neered to follow established bacterial kill time, while adding a 
built-in safety margin. 








CHART NO. 2 
20 














' 
AUTOMATIC INTEGRATOR TIM 





ee 


Time in Minutes 


44, 
es —~— 


“Meg, vag 








I | | 
3 Minimum Time to 


Kill 8. stearothermophilus | 
2 260 265 270 275 


Temperature in F 






































@ In operation, the Integrator automatically compensates for 
temperature variations due to rise or drop of steam pressure or 
other causes. Should temperature drop within the 275-250° F. 
range, the exposure period is automatically extended for the time 


required at the lower temperature. Other high vacuum systems 
rely on clock mechanisms which necessitate recycling of the 
entire timing phase when temperatures fall below the pre-set 
level. This not only lengthens total cycle time. but acceler- 
ates deterioration of fabrics and rubber. 

@ First production models of the OrthoVac Sterilizer will be in- 
stalled in hospitals this year. Based on Drayton’s experience in 
England, the OrthoVac System has been developed as a control 
console to permit on-the-job conversion of many existing “‘down- 
ward displacement’’ sterilizers. The console design will allow 
hospitals to convert present sterilizers to the safer, more efficient 
High Vacuum System without spending the additional funds 
necessary to purchase a complete new sterilizer, or altering present 
sterilizer facilities toaccommodate additional sterilizing equipment. 


For further information on OrthoVac write for Bulletin H-283. 
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INTRODUCTION 


N DISCUSSING the preparation of 

basic nursing students, one au- 
thor states that many aspects of 
nursing education are laden with 
confusion and conflict. She points 
out the inevitability of confusion 
in a time of rapid change and the 
constructive potential in conflict, 
but she also emphasizes the im- 
portance of maintaining a sense of 
direction in such a period.! 

Confusion persists concerning 
proper roles for the registered 
nurse? and the practical nurse. 
Confusion and divergence of opin- 
ion exist about the purposes and 
methods of basic educational pro- 
grams. Some educators are com- 
mitted to education for the nursing 
role only as they think it should 
be; some would not budge from the 
status quo; and some are searching 
for a fine line that permits the 
development of understanding and 
the ability to function in today’s 
situation without sacrificing the 
growth of ability to contribute to 
future improvement in nursing.’ 

Agreement is lacking about the 
relative value of nursing programs 
offered under educational auspices 
and those offered in _ hospital 
schools. Agreement is lacking be- 
tween the two major nursing or- 
ganizations and sometimes between 
nursing organizations and other 
organized groups. 

On the other hand, points of 
agreement exist. There is univer- 
sal recognition of the existence of 
shortages in all categories of regis- 
tered nurse personnel, including 
staff nurses, teachers and super- 
visors.5 There is recognition of the 
need to recruit more candidates 
for schools of nursing, to hold 
them, to hold registered nurses and 
to prepare more leaders. The need 
to re-educate nurses who have 
been inactive in order to fulfill 
family obligations is widely sup- 
ported. In most quarters, there is 
acceptance of the need for im- 
proved communications, better re- 
lationship and mutual assistance 
among nurses and nurse educators 
and among nurses and other groups 
concerned with nursing.® 

However, there are those who 
seem to believe that nurses and 
nurse educators contribute to the 
problems and promote shortages 
through the enforcement of un- 
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e Confusion and conflict mark year’s activity 


e Many changes seen in diploma programs 


e ‘Direction finding’ progresses 


in baccalaureate programs 


realistic standards, emphasis on 
collegiate education and the pur- 
suit of educational goals and 
methods that tend to devaluate the 
service ideal and reduce interest 
in hospital nursing.? Whether a 
sense of direction is at work within 
this atmosphere is, of course, 
another controversial point. How- 
ever, certain development within 
and between different groups con- 
cerned with nursing and nursing 
education might be considered in 
this light. 


CURRENT PRACTICES 


Nursing Organizations—Within or- 
ganized nursing, the National 
League for Nursing has published a 
descriptive statement of the practi- 
cal nurse program and the three 


kinds of basic programs preparing 
for registered nurse functions. The 
statement describes the major 
characteristics prevalent in each 
type of program and is intended 
for use by candidates for nursing, 
parents and counselors as well as 
by employers of graduates of the 
programs. It assumes that all these 
programs are needed if the supply 
of nurse personnel is to be aug- 
mented. This statement is viewed 
as an important point of reference 
in the pursuit of goals still to be 
determined. It replaces a statement 
in 1950 favoring the rapid move- 
ment of nursing education into 
educational institutions, and it will 
be submitted to NLN membership 
for official approval in 1961.89 
The American Nurses’ Associa- 
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tion also prepared a statement for 
study. Among other long-term 
goals, it sets forth the following 
position regarding nursing educa- 
tion: 

“To insure that, within the next 
20-30 years, the education basic 
to the professional practice of nurs- 
ing, for those who then enter the 
profession, shall be secured in a 
program that provides the intel- 
lectual, technical and cultural com- 
ponents of both a professional and 
liberal education. Toward this end, 
the ANA shall promote the bac- 
calaureate program so that in due 
course it becomes the basic edu- 
cational foundation for professional 
nursing.”’10 

Debate on this statement may be 
widespread and lively. To thous- 
ands currently lacking this pre- 
paration, the statement may be 
threatening. However, study may 
further clarify the definition of 
professional nursing and give 
greater understanding to the like- 
nesses and differences between the 
professional and technical aspects 
of nursing. 

Practical Nursing—Practical nurs- 
ing programs continue to grow in 
number, and the percentage of 
personnel they contribute to the 
nursing force increases annually. 
Candidates for this type of pro- 
gram show great variations in edu- 
cational background, ranging from 
those with eighth-grade schooling 
to those with high school education 


or more. Younger culididates tend 
to have more schooling. Current 
drop-out rates in practical nurse 
programs are closer to those in 
diploma programs (about 33 per 
cent) than to those in associate de- 
gree or collegiate programs (about 
50 per cent).1! 

The activities that graduates of 
these programs are reported to 
carry, after additional inservice 
education, suggest that the scope 
of the practical nurse job is sub- 
ject to change and that education 
for that job needs continual reap- 
praisal.!2 To deal with the prob- 
lems of practical nurse education 
as they relate both to patient care 
and students, practical nurse edu- 
cators formed a council within the 
NLN division of nursing education 
in 1959. 

Associate Degree Programs—Associ- 
ate degree programs, presently 
situated largely in publicly sup- 
ported junior colleges, are also 
growing in number (about 50) and 
in output. In 1959, approximately 
1.5 per cent of new graduates came 
from these programs.!3 They are 
characterized by fewer, broader 
courses; by the inclusion of general 
education courses to equal around 
50 per cent of the total offerings; 
and by limitations in practice made 
possible by the elimination of un- 
necessary repetition. One writer 
states that these associate degree 
programs are no longer in the ex- 
perimental stage and that they 


NEW DIRECTIONS in teaching methods are evident in nursing education. Increased attention 
is being given to such new teaching methods as problem-centered and case-method teaching. 


. 


provide an economical way of pre- 
paring bedside nurses when they 
are properly guided and_ sup- 
ported.14 

In four states the Kellogg Foun- 
dation has appropriated funds for 
these purposes. The appropriation 
includes funds to strengthen facul- 
ties through special university 
courses and practice teaching in 
experimental programs and funds 
to state departments of education 
for consultation service to ongoing 
programs.!5 Not all nursing service 
administrators, however, are satis- 
fied that these programs provide 
sufficient breadth, depth and prac- 
tice to develop competencies 
needed in the complex hospital 
settings of today and tomorrow.? 

Diploma Programs—Diploma pro- 
grams in hospital schools are show- 
ing many changes. These changes 
affect length of program and ar- 
rangement of courses, as well as 
content and method. Some educa- 
tors in diploma programs suspect 
that changes in length of program 
may be a hysterical response to 
feelings of threat arising out of the 
existence of associate degree pro- 
grams. However, the indications 
are that other changes may point 
to a new direction for diploma pro- 
grams. For example, at least one 
day-school has been established.!® 
There is a trend toward offering 
the required courses within a 
period of two to two and one-half 
years and supplementing these 
with an educationally oriented and 
controlled internship, including 
specified experiences under teacher 
guidance. 

Faculties are beginning to ques- 
tion whether the teaching methods 
still widely prevalent are likely to 
produce a nurse or a technician 
smattered with information about 
medicine that she can’t and doesn’t 
use. Increased attention is being 
given to trying out such new meth- 
ods as problem-centered and case- 
method teaching versus complete 
dependence on lectures, demon- 
stration and repetitive practice of 
procedures.!? The value of inter- 
preting these changes and clarify- 
ing the difference between the aims 
of the school and nursing service 
to the hospital administrator is 
emphasized by one author.é 

Making the desirable changes, 
safeguarding the school’s major 
purpose and keeping the school 
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solvent without adding to patient 
costs is of wide interest. Not only 
are individual hospital administra- 
tors and nursing directors inter- 
ested in this,4® but state hospital 
associations are also concerned.!9 
The American Hospital Association 
has published a statement with 
respect to the monetary value of 
student experiences. 20 

The crucial question seems to 
be, “How can the hospital school 
have its cake and eat it too?” The 
need for these programs to main- 
tain the supply of new registered 
nurses is present. Why, then, can- 
not ways be found other than a 
return to exploitation of students 
in order to finance them? Perhaps 
they can be when the NLN cost 
study is completed and the findings 
along the lines suggested by one 
author?! are used as a basis for 
further action. 

Baccalaureate 
crease in the number of baccalau- 
reate programs and the per cent of 
students graduating from them an- 
nually is slow but steady.4% The 
direction finding process, however, 
seems to be progressing rapidly. 
As one author points out, basic 
baccalaureate programs have come 
a long way in the last i0 years in 
meeting standard criteria while 
maintaining their individuality and 
diversification. 

Baccalaureate programs 
become integral parts of the in- 
stitutions in which they exist. 
Their philosophy and _ purpose, 
organization of learning activities, 
methods, time plans and policies 
have all been adjusted so that they 
are consistent with those in effect 
in the institution as well as suit- 
able for an educational program in 
nursing that provides for adequate 


Programs—The _ in- 


have 


the author 


breadth and depth of general edu- 
cation and emphasis on a major in 
nursing. The major in nursing 
seems to be directed toward help- 
ing the student learn for herself 
and develop confidence in herself 
as an expert practitioner.2* The 
same author suggests that the NLN 
school improvement program has 
been helpful in direction finding 
for collegiate programs.!° However, 
she emphasizes that faculties must 
be responsible for improvement. 

Other reports support these 
statements. There are those indi- 
cating that faculties in collegiate 
schools are concerned with the 
teaching-learning process,?* better 
utilization of facilities for field in- 
struction, especially in public 
health where larger numbers of 
students prove taxing to the agen- 
cies,24 and the development or the 
selection and use of better teaching 
methods, particularly in clinical 
nursing.25 

Rosy as this picture appears, 
especially in regard to the 
strengthening of a sense of direc- 
tion, collegiate schools, like others, 
are not without continuing and 
emerging problems. On a continu- 
ing basis, general nursing pro- 
grams for nurses graduated from 
diploma and associate degree pro- 
grems are needed. Colleges pro- 
viding them. are involved in 
planning baccalaureate programs 
to meet the needs of graduate 
nurses with differences in back- 
ground and experiences, differ- 
ences in interest and with differ- 
ences in potentials for advanced 
standing. Is it any wonder that 
there is misunderstanding about 
credits, requirements and the like? 

On an emerging basis, two arti- 
cles??.28 indicate that those respon- 
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sible for collegiate programs in 
nursing have not solved all their 
problems regarding general edu- 
cation. Along with educators in 
other disciplines, these nurse edu- 
cators must consider and deter- 
mine whether general education 
courses such as chemistry, anatomy 
and psychology, which support 
nursing, are liberalizing; whether 
nursing education is broad enough 
and how it might be made so. 

Higher Degree Programs—In pre- 
paring nurses for advanced work, 
those in collegiate education also 
face difficult problems. It is esti- 
mated that by 1970, from 78,000 
to 91,000 nurses should be pre- 
pared through master’s and doc- 
toral programs as administrators, 
supervisors, leaders, consultants, 
research workers and expert prac- 
titioners. One author states that 
the number prepared would need 
to be increased yearly until it 
reaches 6000 in 1969. The number 
graduated from the master’s pro- 
gram in 1957-58 was around 1000, 
which is only one-fourth of the 
estimated need.29 This number rose 
to approximately 1100 in 1958-59. 

Of the total, the largest number 
(474) were prepared for teaching; 
61 were prepared for teaching and 
supervision; 222 studied for ad- 
ministrative positions in nursing 
service. The remainder of the stu- 
dents were prepared for several 
other kinds of positions. It is inter- 
esting that 36 prepared for ad- 
vanced practice. The largest num- 
ber entering teaching positions had 
concentrated on the area of medi- 
cal-surgical nursing.!% 

When one remembers only the 
present and future needs of nurs- 
ing for leaders, and the fact that 
opportunities for advanced learn- 
ing are not concentrated in one 
institution, one begins to under- 
stand the great difficulties involved 
in preparing leaders and financing 
that education. One author points 
out that each master’s degree stu- 
dent costs the enrolling institution 
$2500—a little more than a third 
of which is met by tuition.?9 

Costs of nursing education at 
the doctoral level are not cited, 
but the need for more nurses with 
knowledge and competencies de- 
veloped to this degree is set forth 
by nurse educators as necessary for 
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teaching positions in colleges and 
universities, in research, etc.15.30 As 
another writer observes, a funda- 
mental question to be answered in 
regard to development of doctoral 
programs is how many doctorates 
are needed and what should com- 
prise the curriculum.*! 

Other Education—Continued atten- 
tion is being given to the need for 
inservice programs for graduate 
nurses on all shifts. Among tech- 
niques being stressed are infor- 
mality, the use of resource indi- 
viduals, the use of a variety of 
teaching methods, and considera- 
tion of the needs of patients and 
nurses. Refresher courses, too, are 
being offered in widely scattered 
areas. Those offering these courses 
seem to accept the facts that all 
who enroll in these courses will 
not return to practice at once and 
that enrollees may not necessarily 
seek employment in the institution 
or area in which the course is of- 
fered.32 

Standards—Concern with the es- 
tablishment, implementation and 
improvement of standards con- 
tinues.33. Methods and _ current 
values of accreditation programs 
for professional education schools 
are further described.* Canadian 
nurses are using the example of 
accrediting services for schools of 
nursing in the United States as an 
addition to their own school study 
to determine the direction of ac- 
crediting in that country.%5 
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INTRODUCTION 


Le tremendous social, tech- 
nological and economic forces 
prevailing throughout the world 
continue to exert an impact on the 
health services, as well as the pub- 
lic at large. 

Increasing frequency of disas- 
ters, turmoil among nations, great- 
er scientific advances and increas- 
ing demands for health services 
from a growing population impose 
heavy responsibilities on both ad- 
ministrators and consumers of 
these vital services. 

The explosive growth in scien- 
tific advancement particularly 
leaves the public and those who 
plan health service hard pressed 
in dealing effectively with reality. 
Wider dissemination of the pub- 
lic’s views via mass communica- 
tion media on costs of medical 
care, hospitals, physicians and 
nurses is forcing a closer examina- 
tion and consideration of these 
opinions in the planning and exe- 
cution of health care. At long last, 
it would seem that the public is 
beginning to exert some influence 
in insistence on “patient-centered” 
eare in contrast to the traditional 
“task-centered” service that they 
have been offered in the past. 

Critical issues—The critical nursing 
issue continues to be the same: 
supplying an adequate amount and 
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® Need seen for clarifying nursing 


functions in hospitals 


e Experimentation in nursing staff 


patterns continues 


e Value of inservice educational 


programs demonstrated 


degree of service to the patient 
either on an inpatient or outpa- 
tient basis. The vital questions 
which bear directly on this issue 
are threefold: 

1. How can nursing personnel 
and facilities best be organ- 
ized to promote effective 
care? 

How can good nursing be 
provided when there is a 
marked dearth of qualified 
individuals to assume the 
leadership role in the nurs- 
ing? 

How can the lag between 
discovery of data through 
research methods and its as- 
similation into actual nursing 
practice be shortened? 

The literature for 1960 indicated 
genuine concern over the inability 
to successfully meet the needs ex- 
pressed by the public, and a great- 
er awareness of the need for 
listening to the consumer of nurs- 
ing service. There is still a marked 
lag between what we are saying 
about “comprehensive nursing 


care” and what we are doing about 
it. 
CURRENT PRACTICES 


Use of Facilities 
—There is an acute need for more 
nursing services in our hospitals. 
Part of the problem in nursing is 
directly attributable to adminis- 
trators, the medical profession and 
the community who are respon- 
sible for demanding more nursing 
services and adding to the hospital 
facilities without thinking about 
providing nurses and other profes- 
sional and technical staff mem- 
bers.1, 2 

Nursing, like hospitals, has 
grown and developed with little 
evidence of planned growth. Now, 
one of the major issues is the need 
for clarification of the function of 
nursing within the hospitals. This 
can only be resolved through the 
concerted effort of nurses, physi- 
cians and hospital administrators.* 
The lament of some physicians 
who continue to mourn “the good 
old nurse” is as unrealistic as the 
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Patient who yearns for the “good 
old doc.” Both of these individuals 
would be anachronisms in the 
medical environment of today. 

There is continued experimen- 
tation in staffing patterns. Wide- 
spread use of intensive care and 
other progressive care units in 
hospitals has led to greater utili- 
zation of all categories of work- 
ers.4 Group nursing, although ef- 
fective in some instances, is not in 
general use.5 

There is recognition of the im- 
portance of application of sound 
management principles for con- 
servation of time, energy and ma- 
terials, but there is a large area 
of sound personnel direction that 
is still relatively unexplored. Al- 
though definition of assignment of 
functions remains one of the major 
hurdles in studying utilization of 
nursing personnel, greater poten- 
tial seems to lie in determining the 
motivational forces within the in- 
stitution which encourage or in- 
hibit maximum contribution of the 
employee. There is a great deal 
more study needed on the impact 
of interpersonal relationships on 
personnel within the situations in 
which they function.®.7 

Such exploration as “whether 
changes in quality of nursing care 
can be demonstrated when staffing 
patterns are systematically al- 
tered” or “whether factors which 
hinder nurses from administering 
bedside care are actually beyond 
individual control” have been car- 
ried out by researchers during the 
past year. 7-9 

Nonprofessional 
Hospitals continue to incorporate 
nonprofessional personnel in larg- 
er numbers to provide necessary 
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nursing care. This has been a 
stress-producing factor, as more 
and more nurses traditionally 
educated to giving direct patient 
care have had to assume the re- 
sponsibility for the administration, 
supervision and teaching of aux- 
iliary personnel. Team nursing, 
which is still viewed as one means 
of making the best possible use of 
personnel (with a diversity of 
skills), is a means of providing 
leadership by a professional nurse 
who tries to correlate the efforts 
of auxiliary workers in offering 
“patient-centered” rather than 
“task-ceftered” nursing service.!0 

There is an increasing recogni- 
tion of the pivotal position of the 
head nurse, both in nursing serv- 
ice administration and in relation 
to patient care. Emphasis is being 
placed on the many responsibili- 
ties inherent in this _ position. 
Greater definition of the head 
nurse’s role as leader and man- 
ager of personnel and a resource 
within the unit, as well as her 
responsibility for patient care, is 
materializing. Literature shows 
there is extensive examination of 
the role of the practical nurse, her 
functions, her potential in helping 
to fill the gap in nursing service 
and her relationship to the reg- 
istered nurse. 12-18 

Total Nursing Service—Direc- 
tion of the total nursing service, 
usually situated within a complex 
agency structure, and conditioned 
by demands of a complex society, 
demands effective organization and 
leadership. The director of nursing 
is the key figure in this service, 
and she must be aware of the 
value of discipline in self-appraisal, 
self-organization and evaluation of 
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the specific activities necessary in 
attaining the objectives of her de- 
partment.!9.20 One proposal urges 
that nursing directors’ titles be 
changed to assistant administra- 
tors to provide the additional sta- 
tus and authority in promoting 
more effective relationships with 
housekeeping maintenance, dietary 
and other hospital departments 
overlapping nursing service.?! 

There is a growing tendency to 
consider the relative merits of 
various architectural designs of 
hospital units which contribute to 
functional efficiency, as well as in- 
novations in supply distribution 
and communication systems which 
allow personnel to spend more 
time giving direct patient care.?2, 23 

The prevalence of staphylococcal 
and similar infections offers a con- 
stant challenge to nurses and other 
health disciplines in ascertaining 
the source of such infections and 
effective measures that may be 
employed to combat these infec- 
tions.4 

Inservice Education—Inservice 
education programs are still per- 
haps the greatest potential vehicle 
for bringing into line concepts of 
good nursing care with today’s 
concepts of health care and mod- 
ern medical treatment. This is one 
means of bridging the gap for 
nurses who were prepared for di- 
rect patient care and have had 
forced upon them the additional 
responsibility for the administra- 
tion, supervision and_ teaching 
of auxiliary personnel. Although 
there is a growing interest in pro- 
viding opportunities for continued 
growth for personnel with many 
different backgrounds of prepara- 
tion, a great deal remains to be 
done in determining what charac- 
terizes the most effective staff de- 
velopment programs. 

The need for cooperative effort 
on the part of nursing educators 
as well as nursing service super- 
visors and administrators in pin- 
pointing specific functions of the 
beginning nurse continues. 

Personality Traits and Hospital Be- 
havior—One study, through the 
use of the critical incident tech- 
nique, attempts to identify and de- 
fine personality traits and hospi- 
tal behavior which contribute or 
detract from effective nursing 
practice. The researcher suggests 
that this technique may profitably 
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be used in developing valid bases 
for nurse evaluation, as well as be- 
ing an aid to the inservice growth 
of nurses. In another study on 
nursing education and role con- 
ception, conclusions show that 
education must be made more con- 
sistent with the situations into 
which new nurses will gravi- 
tate.25, 26 

Legal Aspects of Nursing—The 
growing emphasis on the legal as- 
pects of nursing practice, which 
“hold a nurse responsible for be- 
ing able to practice nursing as it 
is currently practiced,” places a 
taxing burden on the nurse to keep 
up with current-day practices.?? 

In the light of world crises, na- 
tional disasters and increasing ac- 
cidents, there is an urgent need 
for more effective nurse prepara- 
tion in coping with the critical 
issues brought about by these situ- 
ations. 

Research—There is a continuing 
attempt to conduct studies related 
to nursing care and patient wel- 
fare. 

Effort is directed to seeking 
more definitive measurement for 
determining staffing based’ on 
qualitative criteria of patient care 
and personnel traits and behavior 
rather than traditional quanti- 
tative bases of ratio of patient to 
personnel, professional to non- 
professional, supervisor to pa- 
tients, etc. 

Several studies place emphasis 
on patient welfare as the criteria 
for evaluation of nursing care, try 
to define areas in which a patient 
requires help and attempt to de- 
fine some of the variety of factors 
that influence the illness and re- 
covery of patients.28-30 

On the whole, the inroads that 
have been made in nursing re- 
search are very minute and a great 
deal more research is needed to 
bridge serious gaps in knowledge 
in many areas of nursing, as well 
as to validate some of the data that 
are currently available. 

Further research is urgently 
needed in identifying patient’s 
needs, determining nursing prac- 
tices based on scientific reasoning, 
recognizing the effect of changing 
medical practices on nursing care 
and recognizing the effects of the 
setting in which this care is 
given.31 
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AUXILIARY nursing personnel continues to make important contributions to total nursing care. 
Team nursing makes the best use of personne! by providing professional nurse leadership in 
correlating the efforts of auxiliary workers in ‘‘patient-centered"’ nursing service. 





e Growing specialization requires 


administrative coordination 


e Challenging ‘team concept’ 


offers significant solution 


e Expanding knowledge 


provides new techniques 


ANNUAL ADMINISTRATIVE REVIEWS: organization 


by RICHARD WITTRUP 


INTRODUCTION 

Specialization of labor has proved 
to be one of the most successful 
techniques by which new knowl- 
edge may be employed in solving 
practical problems and meeting 
individual and social needs. This 
technique has been successfully 
used not only in the area of health, 
but also in industry, government 
and other segments of society. 

Specialization, however, creates 
a need for coordination. Since a 
specialist is usually an expert in 
only one phase of the over-all task 
to be performed, his activities must 
be coordinated with those of the 
other specialists involved. 

Achieving this coordination ef- 
fectively is one of the most formid- 
able challenges currently facing 
the hospital administrator. Includ- 
ed among obstacles to his success 
are: (1) financial difficulties; (2) 
shortages of qualified personnel: 
(3) continuous scientific advances 
in medicine; (4) increasing public 
demands for better service and 
lower costs, and (5) the tradition 
of independence on the part of the 
practitioners of the health profes- 
sions, which causes these individu- 
als to resist traditional administra- 
tive techniques. 

But the greatest difficulty of all 
is the continuing necessity to re- 
late the activities of this ever- 
growing group of specialists to the 
needs of individual patients. For 
many reasons, the advantages in- 
herent in specialization can only 
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be realized fully if the departmen- 
tal structure is developed around 
individual specialties. 

Hospitals, therefore, organize de- 
partments of nursing, social service, 
physical therapy, etc. The medical 
staff organizes into departments of 
medicine, surgery, pediatrics, psy- 
chiatry, etc. As a consequence, 
there is no close organizational re- 
lationship between the individuals 
actually involved in the care of a 
specific patient and, therefore, no 
readily available organizational 
mechanism by which the activities 
of these individuals can be inte- 
grated into an internally consist- 
ent pattern which is designed to 
achieve specific patient care ob- 
jectives. 


CURRENT PRACTICES 


During 1960, several authors wrote 
specifically about the basic organiza- 
tional problem in hospitals. In one 
case, the discussion centered prima- 
rily around nursing service.|2 A 
different author approached the 
matter through a unique compari- 
son of the hospital with a garage.* 
Still another writer resorted to 
constructing mobiles in order to 
illustrate his conception of the sit- 
uation. 

The approaches recommended for 
solving the organizational prob- 
lems of the hospital seem to fall 
into three categories. First is the 
category presented by authors who 
point out that much remains to be 
gained from proper use of tra- 


ditional techniques. Possibly the 
most ambitious efforts in this di- 
rection are those of the hospital 
counseling program of the Ameri- 
can Hospital Association.5 Ade- 
quate reporting was re-empha- 
sized.6 Proper utilization of line 
and staff relationships was dis- 
cussed.? One article pointed out the 
validity of standard organizational 
practices in the smaller hospital.® 
In another case, a hospital consult- 
ant applied traditional organiza- 
tional concepts to the hospital.9 
Another author described the role 
of diagnostic and therapeutic tech- 
niques in solving organizational 
problems.1° 

The second major approach to hospi- 
tal organization was discussed un- 
der the title of “progressive patient 
care’. Although this concept does 
not extend to all parts of the hos- 
pital, it is probably the most spe- 
cific and most widely discussed of 
any of the suggested remedies. Evi- 
dence that the progressive care or- 
ganizational pattern is being im- 
plemented in many places is found 
in the number of articles devoted 
primarily to the reporting of actual 
operating experiences.!!-!6 Public 
interest was reflected in at least 
two articles appearing in popular 
magazines. 17.18 

Possibly the most complete sum- 
mary of the current state of think- 
ing on the part of progressive care 
advocates was presented by Faye 
G. Abdellah of the U.S. Public 
Health Service.!9 
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The third, and perhaps the most signifi- 
cant, approach to the hospital or- 
ganization problem came under 
the heading “team concept”. Al- 
though much of the interest in this 
idea stems from motivations re- 
lated only indirectly to the solution 
of the hospital’s problem, it is ap- 
parent that the so-called team con- 
cept includes a previously unde- 
fined organizational relationship. 
This relationship would be added 
to those now recognized, such as 
“line” and “staff”. This new rela- 
tionship would permit the de- 
velopment of a closely coordinated 
working group or team composed 
of individuals who are relatively 
unrelated in terms of traditional 
organizational concepts. Without 
significantly altering the existing 
organizational structure of hospi- 
tals, the team relationship would 
be designed to facilitate the co- 
ordination of a group of persons 
from several departments or even 
from several administrative eche- 
lons. Thus, it would affect hospi- 
tial-trustee-medical staff activities 
as well as the activities of person- 
nel in the hospital. 

Although the 1960 literature 
seems to contain less discussion on 
this subject than in 1959, the quan- 
tity is sufficient to indicate that in- 
terest will continue in the fu- 
ture.20-23 

Two articles in 1960, both in the 
same journal, took bold steps 
toward improving and expanding 
knowledge about organization 
processes. One dealt with the prob- 
lem of conflict, treating it as a nat- 
ural consequence of administrative 
processes and suggesting tech- 
niques for dealing with it.24 The 
other undertook to question one of 
the most sacred concepts of man- 
agement by stating that there may 
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be better ways to evaluate an or- 
ganization than to measure the ex- 
tent to which its goals have been 
achieved.25 
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ANNUAL ADMINISTRATIVE REVIEWS: personnel 


INTRODUCTION 


ONCERN OVER union activity and 
C continued public hearings on 
Blue Cross rate increases again 
spotlighted the problems of hospi- 
tal personnel administration dur- 
ing 1960. 

These concerns stimulated sev- 
eral important developments. Be- 
ginning significantly enough with 
a statement on the first day of the 
decade, hospital representatives in- 
creasingly took a firm and open 
stand regarding the need for prop- 
er personnel standards.! The public 
was told repeatedly that hospital 
reimbursement must provide suffi- 
cient funds to permit the payment 
of wages and other benefits at lo- 
cal community levels. Increasing 
willingness to express openly a 
position against union recognition 
was also evident. 

Impetus was also given to pro- 
grams of joint action. In an in- 
creasing number of areas, hospitals 
joined to study community wage 
patterns and other personnel prac- 
tices. Hospitals also moved at lo- 
cal and state levels to develop 
methods of meeting actual or po- 
tential union organizing drives. 

These forces also had their in- 
fluence at the technical level. Spe- 
cial attention was devoted to tech- 
niques of administering grievances, 
of wage setting and of judging 
employee performance. 


CURRENT PRACTICES 


Collective Bargaining—During the 
year, attempts were made to or- 
ganize nonprofessional employees 
of hospitals in several communi- 
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by SIDNEY LEWINE 


e Union activity source of major personnel problems 


® Community-level wage scales urged for hospitals 


e ‘Employee appraisal’ used as personnel tool 


ties, notably Chicago, St. Louis and 
Cleveland. Despite the fact that 
only a few hospitals were directly 
involved in the effort in any given 
community, the hospitals in each 
locality acted in concert to meet 
the issue. In each case, no recog- 
nition had been achieved by the 
union by the end of the year. 

In Rochester, N.Y., union activi- 
ty late in 1959 culminated in the 
development of a uniform code of 
personnel policies accepted by the 
six local hospitals.2 In this case, 
the attention given to the public 
information aspect was notable. 
The employment by the hospitals 
of public relations counsel, as well 
as labor relations counsel, and the 
attention devoted to releases to 
the press, radio and television, 
were unusual measures. 

In New York City, the statement 
of policy signed by 37 voluntary 
hospitals to end the 1959 strike was 
modified. The original committee 
to review annually wages and 
other practices consisted of six hos- 
pital trustees and six public mem- 
bers. .The new committee will con- 
sist of the six public members; six 
nonvoting consultants—three rep- 
resenting labor and three repre- 
senting hospitals—will sit in on 
the meetings. Another concession 


was the addition to the grievance 
procedure of a mechanism for me- 
diation as well as arbitration. 

By the end of the year, there 
was little or no overt activity to- 
ward union recognition in the 
hospital field. Nor was there any 
indication of the organization of 
any nation-wide union campaign. 
In many areas, however, there was 
every reason to believe that local 
efforts to gain membership were 
continuing, as well as efforts to 
change state legislation to extend 
collective bargaining rights to hos- 
pital employees.* 

Meanwhile, the many state and 
national institute, conference and 
convention programs devoted to 
labor relations reflected the con- 
tinuing high interest of hospital 
administrators in the subject. 

Emerging at these sessions and 
in print has been a better-informed, 
more mature approach to this com- 
plex subject on the part of hospi- 
tal administrators. Instead of the 
earlier blind negative approach, 
hospitals through several local and 
state associations have begun to 
enunciate clearly the special con- 
ditions which should exempt them 
from union organization. The non- 
profit status of voluntary hospitals 
and the life-and-death nature of 
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their activity have been the usual 
bases for such statements. 

This more mature approach has 
included the acceptance of the fact 
that opposition to collective bar- 
gaining rights for hospital em- 
ployees imposes on the hospital 
employer an even greater responsi- 
bility to maintain proper wage 
schedules and personnel practices, 
a position taken also by the presi- 
dent of the American Hospital As- 
sociation.5 

Articles on labor law and reports 
on specific adjudications served 
only to underline by their techni- 
cal complexity the need to employ 
local labor counsel. One author 
noted the increasing trend in leg- 
islation to treat hospitals more like 
private industry.® This trend, which 
already has been seen clearly in 
liability law, may affect future 
hospital labor law. 

As in recent years, articles ap- 
peared which attempted to as- 
sure the more reactionary hospital 
administrator that unions are here 
to stay and to reassure him that 
the collective bargaining process 
would not deprive the hospital ad- 
ministrator of his ability to man- 
age his institution.7® These are 
well worth the attention of the 
hospital field for their informa- 
tional value, even though most 
hospital administrators will still 
conclude that union organization 
is to be opposed. 

An interesting issue erupted in 
the social work field as a result of 
the New York hospital strike.9 Evi- 
dently some medical social workers 
had refused to cross hospital picket 
lines, and apparently some who 
did so experienced personal con- 
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flict. Their professional responsi- 
bility to individuals was felt to be 
in opposition to their professional 
responsibility to improve social 
conditions of an underprivileged 
group—the nonprofessional hospi- 
tal employees. Both the local chap- 
ter and the National Association 
of Social Workers have studied the 
issue and have developed policy 
statements—both of which appear 
to be somewhat equivocal—about 
crossing a picket line. Under any 
circumstances, both statements 
were in favor of supporting strikers 
in a hospital-strike situation. 

Grievances—Hospitals have found 
unions pressing the absence of 
grievance procedures as_ second 
only to the wage issue in their at- 
tempts to win employees and the 
public to a sympathetic attitude. 
Since 1956 when the Toledo Plan 
removed the threat of an organiz- 
ing drive in that area, settlements 
have usually contained a formal 
mechanism for the processing of 
grievances. 

A description of a formal griev- 
ance procedure appeared which 
was particularly useful in devoting 
special attention to the real prob- 
lem of interpreting the procedure 
to employees.!° This was accom- 
plished through use of a film strip. 

It is interesting that hospitals 
with formal grievance procedures 
continue to report that the proce- 
dure is seldom put to use. 

Largely through the stimulation 
of the Catholic Hospital Associa- 
tion, additional hospitals developed 
employee committees.11.12 Most 
such committees seemed to be or- 
ganized both to process individual 
specific grievances and to serve as 


FULL-TIME training direc- 
tors are now seen in hos- 
pitals. This position, com- 
mon to industry, can be of 
service, especially to the 
larger hospital where the 
personnel factor can 
greatly influence patient 
care and treatment. 


a means of communication between 
“grass-roots” personnel and the 
administration. The technique de- 
serves much study and elucidation. 

Wages—Key development during 
the year was the increased activity 
in many areas of hospital groups in 
joint studies of wage rates. These 
studies generally tended to cause 
rises in minimum rates for un- 
skilled jobs, as well as to bring 
rates paid on all comparable jobs 
closer together. Meanwhile occa- 
sional reports continued to appear 
describing the installation of job 
evaluation programs as a means 
of developing a rational wage struc- 
ture.13 

Judging Employee Performance— 
Among other things, the hospital 
administrator will need to adjust 
to the newer term “employee ap- 
praisal” for what used to be called 
“merit rating’. During the year a 
sound, practical series of articles 
appeared which outlined the values 
of formal periodic employee ap- 
praisal interviews, discussed the 
techniques of interviewing and de- 
scribed specific problem situations. 
Every thoughtful hospital adminis- 
trator will recall the difficulties 
experienced in interviewing “the 
man who hasn’t improved”, “the 
man who is failing”, ‘the man who 
is getting by” and others.!4 

A study of a formal employee 
appraisal program in a low-turn- 
over field yielded results which 
seem fully attributable to hospital 
employment.5 A detailed analysis 
of the reactions of supervisors and 
employees underlined the need for 
thorough explanation of the pur- 
pose of appraisal interviews to 
both groups, as well as consistent 


HOSPITALS, J.A.H.A. 





IF IT’S A GENUINE Gendron _ 


..- IT’S THE FINEST OF ITS KIND! 





for quality, durability . . . 


for assured patient comfort! 


For hospital, nursing home, or wherever 
patient care and rehabilitation is a factor, 
quality and economy in wheeled equipment 
are assured with the Gendron line. Gendron’s 
75 years experience building dependable 
equipment for the handicapped is your 
undeniable guarantee. Write today for 
Gendron’s complete catalog. 


WALKERS 


WHEEL CHAIRS 
COMMODES 


GENDRON ... FOR OVER 

75 YEARS THE QUALITY 
MANUFACTURER OF WHEELED 
EQUIPMENT FOR THE PATIENT 
OR THE HANDICAPPED 





THE 

GENDRON 
WHEEL COMPANY 
PERRYSBURG, OHIO 


WHEELED 
STRETCHERS 


APRIL 16, 1961, VOL. 35 





training of supervisors in tech- 
niques. The value of a form to as- 
sist supervisors in appraising em- 
ployees was amply illustrated in a 
hospital appraisal program.16 

Fringe Benefits—Despite the con- 
tinuing interest of hospitals in 
fringe benefits, a lack of sound re- 
porting of experience continues. 
Even a generally accepted defini- 
tion of what items should be desig- 
nated as fringe benefits is lacking. 
The AHA salary survey sent to 
hospitals at the close of 1959 added 
inquiries regarding hospitalization, 
retirement and insurance plans for 
employees. This information will 
form a base line for future reports 
on trends in the hospital field in 
affording these benefits. 

A survey of business and indus- 
try showed a wide range in the 
availability of fringe benefits, with 
the cost ranging from 5 per cent 
to 40 per cent of the total payroll.!7 
These companies saw a future 
trend for further increases in ben- 
efits in four areas: health cover- 
age, pensions, holidays and vaca- 
tions. 

Turnover—The subject of person- 
nel turnover represents another 
serious gap in knowledge of prac- 
tice in the hospital personnel ad- 
ministration field. No sound cur- 
rent data exist against which a 
given hospital may compare its 
own experience in this vital meas- 
ure of stability of the organization. 

Among studies of turnover of 
groups of hospital employees, the 
nursing staff has received the most 
attention to date. In an interesting 
new approach, reasons why nurses 
resign were studied, separating 
voluntary from involuntary.'® In- 
voluntary resignations include such 
reasons as disabling illness; volun- 
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tary include such reasons as taking 
another position. The study points 
out that total turnover rate for 
nurses is a less sensitive instru- 
ment than voluntary separation 
rate, especially since the latter 
contains the only instances in 
which the hospital might possibly 
take corrective action. Among a 
small number of homogeneous hos- 
pitals, a significantly lower num- 
ber of voluntary resignations were 
found in hospitals of “higher qual- 
ity” and in those where work pres- 
sure on nurses was not as high. 
The most significant index of high 
pressure associated with voluntary 
resignations was the total staff- 
patient ratio. As in earlier stud- 
ies, salary considerations were not 
found to be a significant reason for 
resigning. 

Training—A welcome contribution 
to the field of hospital organiza- 
tion was the description of the po- 
sition of full-time training direc- 
tor.19 This position, common in 
large industrial concerns, is worth 
careful consideration in the larger 
hospital, especially in view of the 
greater impact of the personnel 
factor on hospital care. 

A useful, inexpensive training 
technique was found in the de- 
velopment of slides showing proper 
job performance technique, accom- 
panied by tape recordings of in- 
structional material.2° 

Marginal Worker—Reports ap- 
peared on the use by hospitals 
of delinquent young men and 
female welfare recipients.?1.22 
Although in both instances con- 
structive results were achieved in 
carefully controlled programs, hos- 
pitals will wish to strive to avoid 
the old fading stigma of being in- 
stitutions where unfit persons are 
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able to obtain employment. 
Job Combination—Several articles 


on the administration of smaller 
hospitals commented on how indi- 
vidual workers in smaller hospi- 
tals often must perform tasks 
using a combination of skills rep- 
resenting different jobs in larger 
hospitals.23-25 The rather common 
combination of purchasing agent 
and pharmacist was particularly 
well described. Both smaller and 
larger hospitals could well profit 
from further documentation of ex- 
perience in which different but 
related tasks were combined into 
new positions. This would be par- 
ticularly helpful for positions at 
the department head and super- 
visory level, 
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ANNUAL ADMINISTRATIVE REVIEWS 


pharmacy 


by WILLIAM M. HELLER, Ph.D. 


INTRODUCTION 


ie REVIEWING hospital pharmacy 
in 1960 from the administrative 
point of view, we must be aware 
of the changes in the management 
of pharmaceutical services in hos- 
pitals necessitated by the changes 
in the profession itself. 

The major change in the prac- 
tice of pharmacy in recent years 
lies in the source of the products 
dispensed. By providing dosage 
forms of comparable or better 
quality more economically than 
they could be made in the indi- 
vidual pharmacy, by developing 
new drug entities through exten- 
sive research in pharmacy and 
medicine and by conducting mas- 
sive advertising and promotional 
programs aimed primarily at phy- 
sicians, the pharmaceutical indus- 
try has succeeded in having a pre- 
compounded dosage form dispensed 
on 95 per cent of the prescriptions 
filled in the average community 
pharmacy. 

Moreover, the dosage form is not 
only precompounded, but, in most 
instances, prebranded so that it is 
the physician rather than the phar- 
macist who selects the source (and, 
theoretically, the quality) of the 
pharmaceutical dispensed. 

Almost 30 per cent of prescrip- 
tion drugs, it is estimated, are dis- 
pensed by approximately 7000 
hospitals, while the 53,000 com- 
munity pharmacies dispense most 
of the remainder. The hospitals’ 
share appears to be rising steadily. 
It must be expected that two 
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e Statement of guiding principles published 


e Pricing systems investigated 


e Pharmacy services to outpatients 


protested 


groups so dependent on each other 
as are hospitals and the pharma- 
ceutical industry would have points 
of conflict. It must also be expected 
that community pharmacists would 
work hard to stave off any lessen- 
ing of their importance in the dis- 
tribution of drugs. 


CURRENT PRACTICES 


Principles for Operating the Formulary 
System—The very productive Joint 
Committee of the American Hospi- 
tal Association and the American 
Society of Hospital Pharmacists 
(ASHP) has again provided the 
most important single document of 
the year. Stimulated by increasing 
clamor from the pharmaceutical 
industry,! the committee concluded 
years of work with the publication 
of the Statement of Guiding Prin- 
ciples on the Operation of the 
Hospital Formulary System.2 The 
general counsel of the AHA dis- 
cussed thoroughly the legal aspects 
involved, pointing out why some of 
the suggested principles were nec- 
essary to satisfy the law.’ An opin- 
ion from an attorney well versed 
in trade-mark regulations is in- 
cluded.* 


Every hospital administrator and 
hospital pharmacist should be ac- 
quainted with this statement, 
which has been approved by the 
official bodies of both organiza- 
tions. Although the principles are 
only “guiding”, it can be assumed 
that the burden of proof will be on 
the individual hospital to support 
any deviation from these suggested 
principles. 

Attacks on the formulary system 
have come largely from those with 
an economic ax to grind. That 
hospitals obtain economic benefits 
from the use of this system cannot 
be denied. That hospitals are as 
much or even more interested in 
using the formulary system to in- 
crease the effective use of drugs 
throughout the hospital is attested 
by the wide adoption of the 
ASHP’s American Hospital For- 
mulary Service to provide an in- 
formation type of formulary.5 

Kefauver Investigation—The phar- 
maceutical industry was spot- 
lighted and headlined throughout 
the year by the Kefauver investiga- 
tion of drug prices at the manufac- 
turer’s level. The participants were 
largely successful in their efforts 
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STRONG opposition varied by community 
pharmacists to hospital pharmaceutical serv- 
ice for outpatients, according to the hospital 
pharmacy literature for 1960. This opposition 
is expected to continue. 


to keep dispensing prices out of 
the investigation; nevertheless, oc- 
casional comments were made on 
the economic advantages attend- 
ant upon the use of the formulary 
system in hospitals.6 

Community pharmacists were 
chagrined to learn of the more 
favorable prices given to hospi- 
tals.7 They maintained that (1) 
they were the industry’s friends; 
(2) they were more likely than 
hospital pharmacies to stock all of 
a manufacturer’s products, and (3) 
they could be put out of business 


by hospitals, which were in a fa- 
vorable position to cut prices.8 
A legal case based on diversion 


from the hospital pharmacy of 
products purportedly purchased at 
special prices for the hospital’s pa- 
tients was concluded.® 

The nonproprietary-name vs. 
trade-name conflict provided fuel 
for the hearings and innumerable 
articles in hospital pharmacy lit- 
erature. Although many aarticles 
were merely inflammatory, others 
strove to discuss the problems ob- 
jectively.10-14 

Pricing Systems—The final price of 
the prescription continued to oc- 
cupy the public eye, but pharma- 
cists became more concerned with 
the methods of arriving at that 
price. The traditional pricing sys- 
tems treat drugs as merchandise. 
Most of the other costs are recov- 
ered by their being apportioned 
percentagewise to the cost of the 
drug. This provides no incentive to 
influence the prescribing of a less 
costly brand, since to do so would 
reduce the dollar value of the 
gross margin on the prescription. 
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This also leaves the pharmacist 
vulnerable to unrealistic gross 
margins, which may be promul- 
gated by physicians and by gov- 
ernmental or other third-party 
agents which are becoming increas- 
ingly interested in controlling the 
prices of prescriptions. Strong sup- 
port has been given for abandoning 
this system and for apportioning 
the nonmerchandise costs on the 
basis of the number of prescrip- 
tions filled.15-17 

Pharmaceutical Services to Outpatients 
—Both service and profit motivate 
hospitals to offer these serv- 
ices.1819 The profit motive, in par- 
ticular, can be expected to en- 
counter strong opposition from 
community pharmacists.?921 The 
board of pharmacy in one state 
has proposed stringent regula- 
tions over these activities.22 The 
proposals were so drastic that state 
and national organizations of hos- 
pitals and pharmacy protested the 
scheduled public hearings.23 At 
year’s end, the hearings had not 
yet been held. 

The board of pharmacy men- 
tioned in the previous paragraph 
has initiated action against a hos- 
pital pharmacist practicing under 
the formulary system. This case, 
mentioned in last year’s review of 
pharmacy literature, still has not 
been concluded. In other states, 
however, boards have made good 
progress toward regulations de- 
signed to place the health of the 
patient foremost.?4.25 

What's Coming?—The “Challenge 
of the sixties” is dependent on 
manpower, and pharmaceutical 
manpower is no exception to the 
rule that good personnel practices 
include adequate monetary com- 
pensation.2 Pharmaceutical needs 
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have become so complex that the 
services of a pharmacist are needed 
24 hours a day, seven days a week, 
regardless of the bed capacity of 
the hospital. It has been proposed 
that (1) pharmacy replace nursing 
as the middle-man in drug distri- 
bution in hospitals; (2) the pre- 
scribers’ orders for drugs be given 
directly to the pharmacist; (3) 
medication preparation be a phar- 
macy function, and (4) the nurse 
receive the prepared dose just 
prior to the time for administra- 
tion.** Research along these lines 
has already begun.?*-?° 

The importance to the adminis- 
trator of knowing what goes on in 
pharmacy has been emphasized in 
a stimulating exposition of the 
economic, political, demographic, 
scientific and medical forces affect- 
ing hospitals. “By keeping a hand 
on the pulse of the hospital phar- 
macy, one can pretty well keep 
close touch with the hospital 
field.’’3° 

Further expansion of pharma- 
cists’ responsibilities into such 
areas as central sterile supply,*! 
radiopharmaceuticals,*2 hospital 
purchasing,33 and poison control 
activities* is indicated. 

Small Hospitals—It is most incon- 
gruous that smaller hospitals and 
nursing homes, dedicated to public 
health, cannot “afford” to have 
their pharmacy services super- 
vised by even a part-time pharma- 
cist, yet supermarkets, department 
stores, hardware stores, liquor 
stores and other business estab- 
lishments find it economically 
advantageous to have pharmacists 
on duty seven days a week and for 
long hours each day. Again this 
year, the literature contains good 

(Continued on page 147) 
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examples of the value of full-time 
or part-time pharmacists in smaller 
institutions.35-38 

ASHP—With regret, members of 
the American Society of Hospital 
Pharmacists accepted the resigna- 
tion of Mrs. Gloria Niemeyer 
Francke after 11 years of service 
as secretary and executive secre- 
tary of the Society.39 Succeeding 
her was Joseph A. Oddis, formerly 
staff representative of the Council 
on Professional Practice of the 
American Hospital Association. Mr. 
Oddis also was appointed director 
of the Division of Hospital Phar- 
macy of the American Pharmaceu- 
tical Association. He has not been 
replaced at AHA. 
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FUND-RAISING SUCCESS 


The bottom three floors of the building on the right to be com- 
pleted. Nurses’ Residence on left will be a home for the aged. 


3 campaigns produce $2,875,000 
for Richmond, Indiana, Hospital 


Three times since 1948, Reid Memorial Hospital, Richmond, Indiana, has 
gone to the public to help finance urgently-needed expanded facilities. The 


three campaigns 


each directed by Ketchum, Inc.- 


produced pledges total- 


ing $2,875,052 against a combined goal of $2,450,000. 

The most recent effort raised $811,666 against a $700,000 objective. The 
funds will provide 68 additional medical and surgical beds, treating approxi- 
mately 3,000 more patients annually; a completely approved 60-bed home 
for the aged; an expanded Psychiatric Department and Isolation Unit; and 


additional ancillary facilities. 


If your hospital is planning a fund-raising campaign, we will be happy to 
discuss your plans with you at no obligation. Write now. Early planning will 
help to assure the success of your program. 


KETCHUM, INC. 


Pittsburgh 19 * New York 36 * Chicago 3 * Charlotte 2 


Charter Member, The American Association of Fund-Raising Counsel 
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Blue Cross continues to face 


public examination on 


costs and services 





A vertical growth pattern 


is predicted for prepayment 


Enthusiasm and hope for future 


told in prepayment literature 


ANNUAL ADMINISTRATIVE REVIEWS: prepayment 


INTRODUCTION 


HE PAST year may become the 

bench mark by which the suc- 
cess or failure of the voluntary pre- 
payment system will be measured 
in the future. 

The year brought into reality a 
major revision in the national or- 
ganization and character of Blue 
Cross; it produced significant re- 
search in the field of prepayment; 
it found several Plans requiring 
more income from their sub- 
scribers, and it produced an agenda 
of unfinished business for the im- 
mediate future. 

Of major importance in the past 
year was the emergence of signifi- 
cant symptoms of a public demand 
for information about hospital 
costs. It is toward this goal of de- 
veloping better public understand- 
ing of hospital costs that the cur- 
rent year’s efforts will be directed. 


CURRENT PRACTICES 


The Partnership—After years of 
study and discussion, Oct. 1, 1960, 
saw the birth of a national part- 
nership between Blue Cross Plans, 
the Blue Cross Association and hos- 
pitals, and the American Hospital 
Association.! Briefly, the partner- 
ship relieves the AHA of the direct 
relationship it had with the Blue 
Cross Commission and sets up a 
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new council within the AHA 
known as the Council on Blue 
Cross, Financing and Prepayment. 
It will be this council which will 
handle those functions of the Com- 
mission which were the AHA’s re- 
sponsibility, such as the adminis- 
tration of the approval program, 
licensing of nonprofit prepayment 
plans and the administration of the 
Blue Cross name and symbol. 

The Blue Cross Association has 
become the sole national organiza- 
tion of Blue Cross Plans and has 
assumed those functions previously 
handled by the Blue Cross Com- 
mission on a national basis and in 
behalf of all plans. 

The newly devised partnership 
between Blue Cross and the AHA 
can be illustrated structurally by 
the exchange of board membership 
in both national organizations. The 
Blue Cross Association now has 
the opportunity of nominating two 
members to the AHA Board of 
Trustees, and in turn the AHA may 
nominate three members to the 
Blue Cross Association’s Board of 
Governors. The proportionate rep- 
resentation on both boards is equal. 

It has been said that in order 
for Blue Cross to progress, the 
partnership between hospitals and 
the prepayment system must be 
strengthened.23 The administrative 
structure for achieving the unity 


desirable in the partnership has 
been accomplished. Putting the 
structure to its test of achievement 
through action remains to be dem- 
onstrated. 

The New Blue Cross Association—The 
Blue Cross Association is an or- 
ganization created by 79 autonom- 
ous Blue Cross Plans. It is a corpor- 
ate entity separate and apart from 
any individual plan, created for 
the purpose of doing for each indi- 
vidual plan and all the plans what 
needs to be done collectively. It is 
a membership corporation com- 
posed of the approved, licensed 
Blue Cross Plans. 

In one important respect, the 
Blue Cross Association is different 
from other associations or organi- 
zations. In becoming a member of 
this association, the individual 
plan delegates certain authorities 
and responsibilities to the associa- 
tion to be exercised by the associa- 
tion on its behalf. In carrying out 
these responsibilities, the associa- 
tion is fully aware of the fact that 
the strength of Blue Cross is deeply 
rooted in the local community. It 
is inherent in the association that 
the local community approach must 
be preserved. However, without 
destroying local autonomy, the as- 
sociation must also serve the na- 
tional community.” 

Such a national organization 
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must, in the national area, speak 
and act for all plans, and in effect, 
make it possible for all plans to 
act as one in dealing with matters 
of national concern. 

Expansion of Ceverage—Substan- 
tial gains in enrollment were re- 
ported by Blue Cross Plans in the 
literature of 1960.4 Totally, Blue 
Cross gained approximately two 
million new members for the year. 

Significant in the total enroll- 
ment picture for the year was the 
federal employee enrollment.5 The 
federal government, the largest 
single employer in the nation, made 
available the offerings of 35 differ- 
ent carriers of health insurance 
from which each individual federal 
worker could choose coverage for 
himself and his family. This was 
an unusual enrollment for Blue 
Cross to engage in, for in most 
other situations, groups of people 
rather than individuals within the 
group choose the type of coverage 
for the entire group. 

Blue Cross was chosen by close 
to a million federal employees. 
This number represented 54 per 
cent of the total number.5 

But more rapid growth and the 
extension of benefits came in for 
its share of the writings on the 
prepaid subject during the year. 
Insurance commissioners, hospital 
administrators, physicians, labor 
spokesmen and management people 
all found prepayment and its ex- 
tension a subject for discussion.®-10 

Basic to most of these discussions 
were the ideas that the public 
wants its health service bills paid.!! 
The public is not too concerned 
about the internecine conflicts in 
the medical and hospital family as 
long as the bills are paid efficiently 
and promptly. It is apparent, 
too, that in order for Blue Cross 
to continue to provide its high 
quality coverage, it is necessary 
that hospitals and physicians 
acquaint themselves with the re- 
sponsibilities of each to the com- 
munity through the local Blue 
Cross Plan.11.12 

The question of how far prepay- 
ment can go was also asked re- 
peatedly during the year. To many, 
there is no end to the coverage that 
could be provided through paying 
in advance for it.!3 Others feel 
that there is need to evaluate the 
total objective of prepaid health 
care in terms of what can and 
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cannot be provided. There is some 
inconclusive evidence!4 which 
would lead us to look more closely 
at the types of coverage now being 
offered and perhaps revising them. 

Research—Many states embarked 
on special study projects in the 
area of prepayment in 1960. Among 
these were New Jersey, New York, 
Pennsylvania and California. One 
major study conducted in New 
York was completed and reported 
during the year.!5 

The study was undertaken in 
1958 and headed by Ray E. Trus- 
sell, M.D., chairman of the Colum- 
bia University School of Public 
Health and Administrative Medi- 
cine. The report clearly outlines 
courses of action for the public, 
industry, labor, government, health 
field groups, Blue Cross Plans and 
hospitals. The recommendations of 
the study leave no doubt that im- 
provements can be attained only 
with vigorous participation by all 
concerned, and that Blue Cross 
and hospitals should by no means 
be expected to perform the task 
alone.!5 

Strongly sympathetic to the Blue 
Cross concept of health care pre- 
payment, the report emphasizes 
that Blue Cross was born to meet 
the need of the whole community, 
and that it can survive only with 
the whole community’s support. 
The Columbia investigators report 
that, “. . . the future of Blue Cross 
and hospitals will be determined by 
the public in its collective decision 
as to what kind of medical and 
hospital care is wanted, at what 
degree of excellence and how to 
finance it—in advance in full, or 
partially, or not at all.’’!5 

All of the other state-wide re- 
search projects that were under- 
taken are expected to have import- 
ant significance in plan practices, 


the author 


state regulations, or even legis- 
lative action. 

Public Examination—Most of the 
public-supported research studies 
undertaken or completed have 
found their beginnings in the pub- 
lic examination of Blue Cross, 
especially during a period of ap- 
plications to state authorities for 
increased rates. 

Aside from the public examina- 
tion in the hearing room, some 
writers in the health field have 
taken to “counting down” the weak 
spots in Blue Cross and “blasting” 
the entire prepayment mecha- 
nism.16 

There is little question that the 
public examination of Blue Cross 
rates in the form of public hear- 
ings or written articles for public 
consumption will continue, but 
what is at the base of these? What 
is it that the inquirers really want 
to know? 

Certainly the statistical justi- 
fication for an increased rate is im- 
portant to an insurance commis- 
sioner whose responsibility it is to 
rule on the fairness and reason- 
ableness of a Blue Cross rate. And 
it is important for the commis- 
sioner to understand the costs of 
administration Blue Cross faces. 
But—and this it appears is the 
area of real concern—the bulk of 
the Blue Cross dollar is spent for 
hospital services rendered mem- 
bers. It is in this area that the 
public, the commissioner and all 
concerned seem to be most inter- 
ested. 

In some areas, the Blue Cross 
Plan has made it perfectly clear 
in its opening statement at a public 
hearing that the hearing should 
have nothing to do with hospital 
costs, their adequacy or the effi- 
ciency of hospitals.17 On other 
occasions, the plan involved, the 
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From design through installation 
ONE SOURCE FOR HOSPITAL LABORATORY 
EQUIPMENT AND CASEWORK 





Efficient, space saving layout... specially designed equipment and casework 
... experienced engineering ... carefully supervised installation: 


These are the reasons modern hospitals specify METALAB. 
Greater utility, convenience, and trouble-free service, combined with structural 
refinements that mean longer equipment life: 


This has been the continuing record of every METALAB hospital 


laboratory! 

Hospital equipment and casework by METALAB stresses sanitary features, 
flush construction, the use of stainless steel, and the capability of handling 
its particular specialized function properly. 


WRITE FOR CATALOG 5-B, AND ASK ABOUT METALAB’S 
PLANNING AND ADVISORY SERVICES WITHOUT OBLIGATION. 
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277 DUFFY AVENUE, HICKSVILLE, L.1., NEW YORK 





hospitals and the insurance com- 
missioner himself delved deep into 
the hospital cost and efficiency 
picture.18 

To many, the period of ex- 
tremely rapid growth in prepay- 
ment is over.!! Although the job is 
by no means finished and ways 
still have to be found to extend 
coverage to the less easily reached 
segments ‘of the population, the 
future growth of prepayment will 
be more vertical than horizontal. 

In the past, prepayment dealt 
with a consumer who was rela- 
tively passive and accepted what 
was available. Only recently have 
consumers discovered that they 
must question whether their 
interests have been adequately 
protected in the prepayment trans- 
action; whether, indeed, prepay- 
ment has contributed to unneces- 
sarily high cost.1! 

Now we see a rising consumer 
concern over cost, appeals to pub- 
lic bodies to review and regulate 
rates, requests for investigation of 
the conduct of hospitals and pre- 
payment, demands for greater con- 
sumer representation on governing 
boards, and a resumption of con- 
sumer initiative in sponsoring 
plans that offer features not other- 
wise available.!! 

Relaxing the Tension—Much of the 
tension concerning costs has been 
relaxed pending the outcome of 
investigations now in_ progress. 
There may be some danger in 
expecting too much from the in- 
vestigations. The public turned 
to them partly because it was at a 
loss to know what to do, and it 
may have asked some investigating 
bodies to do more than they really 
can. The studies may clarify some 
of the ingredients but the need for 
timely and sound decisions will 
remain as ever with the hospitals, 
the Blue Cross Plans and the 
public. 

An Agenda for the Future—The lit- 
erature of 1960 showed a note of 
great hope and enthusiasm for the 
future. The reorganization of Blue 
Cross nationally and its newly 
born partnership with the AHA 
offers hope to many. One physician 
writing of the current problems 
confronting Blue Cross put it this 
way: “It is late. It is imperative 
that we cooperate if we are to con- 
tinue to practice a certain amount 
of free medicine.’’° An insurance 
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commissioner said this: ‘Two 
years from now, the decisions you 
should be making now may be 
pathetically too late. It may be too 
late then to fully realize the cre- 
ative skills that Blue Cross people 
have demonstrated so well in the 
past.”21 A business executive saw 
it this way: “So long as the needs 
continue to exist, they will be met 
I foresee some rather basic 
struggles, but we in management 
hope that Blue Cross will see the 
way clear to meet them.”22 A medi- 
cal economist underscores the fu- 
ture this way: “The real choice 
ahead is between nonprofit volun- 
tary insurance and nonprofit gov- 
ernmental insurance, or a little of 
one and a great deal of the other.” 
The agenda for the future is 
clear. Blue Cross benefit structures 
must be closely scrutinized and 
made firm. Blue Cross payments 
to hospitals need clarification and 
clear-cut agreement between hos- 
pitals and plans. Some would have 
the plans include in their reim- 
bursement formulas a wider scope 
of hospital budgetary concerns. 
The idea of prepayment earning 
a share of medical education ex- 
pense, as an example, was made in 
the literature last year. The ques- 
tion of the prepayment role in 
controls;9.24 the increase of enroll- 
ment in prepayment; the increasing 
cost of hospital services;2?°.26 and 
the explanation of hospital services 
to the broadest possible public?? 
are the items still to be resolved. 
In their resolution rests the fu- 
ture of the voluntary system. 
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MUST APPEAR 
YOuR INVOK 


ANNUAL ADMINISTRATIVE REVIEWS: purchasing 


INTRODUCTION 


WwW THE passing of another 
year, it is wholesome to re- 
view and appraise the literature 
that came across the hospital pur- 
chasing agent’s desk during that 
period. Purchasing people can use 
this assessment as a basis for ad- 
justing goals and redefining re- 
sponsibilities in accord with cur- 
rent conditions and trends. 

The literature shows that pur- 
chasing has gone a long way to- 
ward achieving its goals, but it 
also shows that there is a long road 
ahead. A careful scanning shows 
the following topics to be of the 
greatest importance: (1) evaluat- 
ing purchasing performance; (2) 
renting equipment; (3) contract 
buying; (4) purchase of food; (5) 
uniform pricing; (6) prepurchase 
testing of supplies, and (7) group 
purchasing. 


CURRENT PRACTICES 


Evaluating Purchasing Performance— 
Purchasing agents and administra- 
tors are concerned about finding 
some criterion for evaluating their 
departments and their perform- 
ance.! It is not easy to estimate 
manpower needs in a purchasing 
department, but management must 
naturally insist on some measure- 
ment; the usual standard is some 
measure of work backlog or work 
accrual.? 
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e Criteria for evaluating purchasing performance 


e Value of prepurchase testing of supplies 


e Growth use of rental equipment 


The many variables make it dif- 
ficult to evaluate all purchasing 
departments on the same basis. 
One purchasing department may 
check invoices, handle freight bills, 
shipping, etc., while another may 
not. One may do analytical buying 
and leave expediting to another 
function. However, enough year- 
to-year variations exist within a 
specific purchasing department to 
provide interesting and useful 
data.3 

The work of a buyer is largely 
dependent upon business judgment 
and cooperative effort with other 
departments and persons outside 
the hospital. Prices paid are often 
governed by market trends. The 
usual reports summarize accom- 
plishments, orders placed, business 
trends and the like, but the writer 
does not consider these factors in 
the same light as informal reports 
that filter back from other people 
concerning the buyer’s perform- 
ance. 

Renting Equipment—It is no news 
that anyone can rent a car for a 


trip, glassware and folding chairs 
for a party, a yacht for a Carib- 
bean cruise, or a house for a fam- 
ily of 10. Yet many a USS. busi- 
nessman is surprised to learn that 
he can also rent the very tools of 
his trade, from production-line 
machinery to seagoing dredges to 
complete furnishings and equip- 
ment for running a library. Hos- 
pital purchasing agents might well 
investigate the possibility of rent- 
ing some of the many and varied 
pieces of equipment that are being 
offered in this purchasing innova- 
tion. 

Rental payments by industry on 
a vast range of essential “capital 
goods”, from postage meters to 
helicopters, surgical instruments to 
extrusion presses, is running well 
over $400 million a year. A decade 
ago, revenues were $10 million. By 
1965, billings of the relatively 
small group of firms that specialize 
in renting equipment should pass 
the billion-dollar mark. Leasing of 
all types of equipment will, in five 
years’ time, be accepted as install- 
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ment buying is today.5 

Contract Buying—The question of 
buying in bulk and on contract 
for hospitals should receive serious 
thought and consideration. As a 
principal argument, it is safe to 
say that there are greater possi- 
bilities of securing advantageous 
terms by buying larger quantities. 
Any vendor is interested in vol- 
ume, particularly when it can be 
managed with the least amount of 
cost to him, such as invoicing, han- 
dling, freight charges and miscel- 
laneous charges, Thus, it stands to 
reason that when negotiating a 
quantity purchase, the vendor is 
usually willing to consider sub- 
stantial discounts. 

Contract buying enables the pur- 
chasing agent to “free up” a con- 
siderable amount of time, thus al- 
lowing time for creative thinking, 
work on new product research, 
product evaluation, studies of the 
cost of disposables compared with 
nondisposables, etc. How often does 
the hospital buyer spend time in 
other departments to get a closer 
look at how supplies are being 
used, why and for what? 

Purchase of Food—Agreement is 
general that food purchasing for 
institutions in the next decade, 
with its promise of an accelerating 
flow of new food items, will be 
more complex than ever. In addi- 
tion, the buyer will still have to 
supply the three basics upon which 
good food purchasing has always 
depended: rapid service, depend- 
able food and good quality controls. 

To assist in this complex ac- 
tivity, food processors promise 
more products standardized to ease 
preparation, reduce waste and as- 
sure uniformity in meeting the re- 
quirements set by each individual 
institution. Processors also offer 
assurances that, as their use in- 
creases, pre-prepared items will 
become available at more attrac- 
tive prices. An extension of the 
successful effort to standardize 
quality at the point of growing— 
already evident in the develop- 
ment of broilers and turkeys and 


areas, the law of supply and de- 
mand is taking a back seat to ad- 
ministered prices as far as indi- 
vidual quotations are concerned. 
That leaves the buyer with less 
leverage than ever in his tradi- 
tional “bargaining” function. 

At least one purchasing agent 
reports that he is reducing his 
competitive bid solicitations be- 
cause administered prices have 
made a joke of all his efforts. 
Others just note that when they 
are dealing with “blue-ribbon” 
suppliers—or buying standard 


items—they have no choice in the 
matter of prices. Moreover, man- 
agement is making it clear that 
the purchasing agent who can 
maximize vendor service for his 
organization is the one who will 
gain stature—now and in the fu- 
ture.8 

Prepurchase Testing of Supplies—A 
careful and scientific program of 
prepurchase testing of dental and 
surgical equipment and supplies 
leads to more economical buying 
of better quality instruments. 

The projected goals of prepur- 
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help to make the task of setting up . 
standards and testing less neces- 
sary at the point of use.7 

Uniform Pricing—It becomes more 
difficult every day for purchasers 
to gain an advantage in competi- 
tive price performance. In many 
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IN HOSPITAL purchasing, food purchasing alone promises to be more complex 
than ever in the next 10 years, because of the accelerated flow of new items 


on the market. 


chase testing and evaluation are: 

1. To reduce testing costs and 
time on each lot of repetitively 
purchased items. 

2. To reduce the number of 
cases where tests result in sub- 
stantial or repetitive rejections. 

3. To establish standards where 
professional requirements of per- 
formance, balance, design or con- 
struction cannot economically be 
developed into clear specifications, 
and professional judgment is re- 
quired in determining the accept- 
ability of products meeting re- 
quirements.? 

Group Purchasing—The time is long 
past when any hospital procure- 
ment officer can afford to ignore 
the success of group purchasing. 
He must explore and utilize every 
possible means of effecting savings 
in supply costs without impairing 
practical quality. Pooling knowl- 
edge and supply requirements into 
large volume purchases, with defi- 
nite specifications or standards, is 
one proven way of effecting sub- 
stantial savings without sacrificing 


the author 


quality. This does not mean that 
the procurement officer should pool 
all his purchases; it does mean, 
however, that he should support 
and make intelligent use of a 
group facility. 

The key to successful group pur- 
chasing is that the responsibility 
and authority for promulgating 
standards and specifications and 
authorizing contracts should, under 
staff supervision, reside in an es- 
tablished committee composed of 
hospital purchasing agents from 
the membership.!° 

Thousands of man-hours are 
saved by a purchasing department, 
and many potential solutions for 
an individual hospital’s procure- 
ment problems are available, when 
that hospital is united with other 
hospitals in a dynamic trade asso- 
ciation.11 

Group purchasing is representa- 
tive of the areas in which purchas- 
ing agents must learn to think in 
broad terms, if they are to survive 
and grow in their chosen field. 
Thinking and planning for the good 
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of the group, rather than the good 
of the individual—whether we 
talk of people or institutions—is 
essential if our voluntary hospital 
system is to continue.}2 

Organized Purchasing Activities— 
Recognizing the increasing respon- 
sibility of purchasing agents for 
efficient management of their de- 
partments, the Personal Member- 
ship Department for Hospital Pur- 
chasing Agents of the American 
Hospital Association continued its 
educational activities. 

One of the chief values of this 
type of program is assembling pur- 
chasing personnel who can work 
together to develop programs and 
material. To date, much of the ef- 
fort in the Association’s purchas- 
ing program has come from a rela- 
tively small number of persons 
active in the field, who serve as 
members of the AHA Committee 
on Purchasing, Simplication and 
Standardization. However, a full- 
scale program embracing institutes 
and other educational sessions, 
standards and specifications de- 
velopment, purchasing guides 
preparation and consideration of 
general purchasing procedures, re- 
quires the help of a large number 
of individuals engaged in the day- 
to-day activity of purchasing. 

The Personal Membership De- 
partment for Hospital Purchasing 
Agents provides a medium for 
purchasing agents to share their 
knowledge, experience, ideas and 
interests. In addition, it provides an 
opportunity for personal growth 
through participation in problems 
designed to assist in solving hos- 
pital purchasing problems.15 
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® Environmental safety 


principles reviewed 


e Safety for patients given 


added importance 


ANNUAL ADMINISTRATIVE REVIEWS: safety 


by RAYMOND C. ELLIS JR. 


CURRENT PRACTICES of various personnel, inspection has been focused on cooperative 
procedures and safety attitudes are efforts to solve this problem. Last 
FFECTIVE IMPLEMENTATION of a described. year an increased number of hos- 
E safety program is a major Employee Participation—Realiz- pitals participated in the hospital 
concern of the hospital administra- ing that a hospital safety program safety services and the hospital 
tor. One excellent approach in the functions best when the employees safety contest cosponsored by the 
literature for 1960 is based on en- begin to “do something” about American Hospital Association and 
gineering, education and enforce- safety, the authors of several arti- the National Safety Council. 
ment.! This particular program has cles have covered this area. In- Insurance Programs—-The value of 
been in operation for five years, cluded is a safety check list for cooperation in meeting the costs 
and the article describing it indi- equipment handling? for the use of of compensation claims is clearly 
cates the roles of individuals and dietary employees. indicated in a report from the Cali- 
committee groups in the develop- A list initially prepared as a fornia Hospital Association.® In ad- 
ment and extension of safety safeguard for watchmen?’ has dition to noting some of the bene- 
within the hospital. proved valuable to the hospital fits derived, this state association 

Safety procedures in the central engineer and to maintenance serv- has made recommendations con- 
service department of the hospital _ice employees. cerning critical factors to be con- 
are considered in another article.? As the costs of employee com- sidered in setting up an insurance 
Committee structure, participation pensation have mounted, interest program designed to achieve maxi- 
mum results in both savings and 
accident prevention. 

A comprehensive review of the 
safety programs in two clinical 
laboratories was made both to de- 
termine the effectiveness of these 
MAY 7-13 programs and to provide other 

clinical laboratories with a plan for 
evaluating their safety programs.® 
An article describing these two 
programs contains recommenda- 
tions for organizing a safety pro- 
gram and a safety check list. 

An excellent brief on environ- 
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emergency evacuation of patients, 
visitors and personnel. The ad- 
ministrator and the personnel 
charged with responsibility in this 
area should avail themselves of all 
relevant material that appeared 
during 1960,8-15 for the subject de- 
mands constant review and re- 
evaluation of existing programs 
within the hospital. 

Explosions should come under 
the general subject of fire preven- 
tion; but the subject of operating 
room explosions calls for a special 
review of the materials that ap- 
peared in the hospital literature 
last year. A brief article lists ex- 
cellent rules for prevention of 
operating room explosions.!6 One 
paper suggests an inexpensive but 
effective program for providing 
conductive footwear for use in the 
operating room.!7 

A great deal of practical assist- 
ance is to be found in an article 
interpreting a recent revision of 
the National Fire Protection As- 
sociation’s Standard No. 56 made 
by the Cammittee on Hospital Op- 
erating Rooms.!® Both the stand- 
ard and the comments contained in 
this article should be available to 
every hospital. 

One excellent presentation states 
in its foreword that it intends to 
discuss the problems of fire and 
explosion in a simplified, under- 
standable manner for those who 
have not had even a basic course 
in electricity. The objective has 
been attained, and surgical nurses, 
supervisors, administrators and 
doctors will find this to be a reada- 
ble treatise on the subject.!9 

Patient Safety—This topic was not 
ignored during 1960. A phase of 
the total safety effort, it has re- 
ceived increased emphasis from 
the American Hospital Association, 
state and local associations and 
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the National Safety Council. An 
important paper that appeared dur- 
ing 1959, but was not included in 
last year’s review, concerns “Safe 
Practices in the Physical Therapy 
Department”.2° This information 
should be obtained for review and 
for use by the hospital’s physical 
therapy department. 

Medication errors continue to be 
a source of major concern.2! One 
excellently prepared and compre- 
hensive study”? carried the editor’s 
note: “This paper should be re- 
quired reading for all students and 
practitioners of medicine and nurs- 
ing and for all hospital adminis- 
trators and pharmacists’’. This note 
warrants repetition. 

Patient liability claims demand 
that stepped-up safety effort be 
made. “High Safety Standards 
Lessen Liability”?% effectively pre- 
sents the case for safety as a tool 
of efficient administration. For, be- 
yond a moral and legal responsi- 
bility, patient safety is becoming 
a severe financial problem. 

An article reports a safe system 
for preventing erroneous inter- 
change of medical gases.*4 It brief- 
ly discusses the pin-index safety 
system of the American Standards 
Association. By referring to this 
article or by reviewing such in- 
stallations with his suppliers, the 
hospital administrator will achieve 
increased safety in this phase of 
patient treatment and care. 

A brief but pertinent article dis- 
cusses a program for cutting down 
the patient accident rate.25 A help- 
ful section of the article is a list 
of 20 common causes of mishaps. 
By instituting a similar analysis of 
accident causes, types and agencies, 
the administrator can provide an 
effective program for prevention 
of patient accidents. 

Medical advances in the effective 
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use of radioactive substances for 
patient treatment place an in- 
creasing burden on the hospital 
administration and staff to prevent 
radiation exposure of personnel, 
other patients and visitors.?6-28 

The effectiveness of a hospital 
safety program continues to reside 
in the administrative implementa- 
tion of the suggested programs and 
techniques provided in the various 
papers and articles published with- 
in any given year. For reasons of 
cost, efficiency and community re- 
lations, the hospital and its per- 
sonnel cannot neglect safety in any 
phase of activity. 
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ANNUAL ADMINISTRATIVE REVIEWS 
supervisory development 


by EDWARD H. NOROIAN 


Heavier responsibilities seen ahead 


for supervisor 


Role of case study in development 


cited 


Training called part of 


management's ‘day’s work’ 


INTRODUCTION 


Srrorentgrs enterprise has 
realized for many years that 
quality of supervision is a prime 
determinant in establishing a high 
level of productivity. Consequent- 
ly, much attention has been given 
to improving the efficiency of su- 
pervisors. 


CURRENT PRACTICES 


A supervisor’s management 
ability is considered as important 
as his technical skills.1 The impor- 
tance of this aspect of supervisory 
development is usually weakened 
because it is expressed in either 
general or abstract terms. There- 
fore, the annual review of the lit- 
erature has usually consisted of an 
exposition of principles, and, on 
occasion, specific procedures de- 
signed to implement those princi- 
ples. 

To develop more fully an ap- 
preciation of the close relationship 
between principle and need, a pro- 
file of anticipated personnel char- 
acteristics for the next decade was 
developed by the administrative 
research and development group 
of the University of Maryland 
Hospital. 

It is hoped that the study even- 
tually can be published in its en- 
tirety, since the results so clearly 
outline the required course of per- 
sonnel development. It represents 
the type of study which each hos- 
pital, or group of hospitals, would 
be well advised to implement to 
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ascertain how successfully it can 
expect to meet its future person- 
nel needs. Across the country, 
facilities and services are continu- 
ally expanding, requiring person- 
nel at all levels. The literature is 
silent on how many plans, with 
regard to quantity and quality, are 
determined by and dependent on 
personnel requirements. 

The Maryland study has indi- 
cated that within a decade the work 
force would be composed of em- 
ployees who were either over 50 
years of age or under 23. In addi- 
tion, the turnover rate among the 
lower age group would be several 
times as high as the older. These 
factors are not unique to Univer- 
sity Hospital, but are merely ex- 
tensions of the national population 
forecast. Its immediate applicabil- 
ity to and effect on the hospital 
can be readily seen. To compound 
the problem in University Hospi- 
tal, not only would the turnover 
rate be higher, but also among the 
ranks of service employees (the 
largest in number) the educational 
level would be even lower than is 
presently the case. 

These facts emphasize that man- 
agement must immediately begin 
to develop personnel to assume the 
increased responsibilities which 
will undoubtedly be theirs. The 
curriculum of the existing super- 
visory development program at 
University of Maryland Hospital 
has been reviewed and modified to 
incorporate the study’s findings. 
Its aim has not changed, but is stil] 
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committed to developing a super- 
visory force possessing considered 
judgment born of management- 
orientated experience. Without a 
supervisory development program 
to bring the supervisor’s concept 
of the use of management’s tools 
to full flower how can he be ade- 
quately prepared to competently 
accept the more intense and ex- 
tensive problems of the future? 
Changes in Hospital Operations— More 
of these problems are constantly 
being brought to light, and many 
changes are being made in hospital 
operations with increasing rapid- 
ity, as a result of studies made by 
researchers now involved in hos- 
pital activities. As an additional 
example, the work of the Ameri- 
can Hospital Association in meth- 
ods improvement has a direct 
bearing, since it is quite clear that 
improved methods and techniques 
will not be effective unless the staff 
responsible for carrying them out 
understands the reasons for 
changes and is prepared to main- 
tain the new methods efficiently.! 
The advantage of this personnel 
forecast is that it permits us to as- 
certain in an emotion-free atmos- 
phere that a development program 
is necessary. It is sometimes easier 
to point out needed reforms if they 
are said to be in the future. 
Another consideration, which 
does not always appear in the lit- 
erature, is that no single compo- 
nent of a personnel program can 
successfully exist by itself.2 This 
writer has indicated dismay in the 
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past at the attempted specializa- 
tion of approach to supervisory de- 
velopment—regarding it as a pan- 
acea and involving a unilateral 
approach as though each individ- 
ual lived in a vacuum. Supervisory 
development is important, but it 
should be realized that it is at 
least as important to select good 
potential in the first place? As a 
corollary, management that cannot 
hire must train for its particular 
needs.4 

A supervisory development pro- 
gram has the advantage of com- 
bining many of the factors which 
are part of the hospital’s raison 
d’etre into a logical, systematized 
presentation. This, accompanied by 
an exposition of the management 
skills necessary in a _ particular 
situation, provides the middle- 
management group with the back- 
ground necessary to translate ade- 
quately the needs of both employee 
and administration to each other. 
The critical nature of this group’s 
knowledgability is obvious. An ap- 
preciation for methods to imple- 
ment development must be acti- 
vated in each hospital if it does 
not wish to find itself saddled with 
a middle-management group whose 
only asset is stability. 

It must be recognized that de- 
velopment of personnel has become 
one of management’s operational 
tenets. Recent scientific and tech- 
nological improvements have re- 
sulted in new supplies, equipment 
and processes, making it necessary 
for management to supplement 
workers’ past experience and edu- 
cation with new training.5 Super- 
visory development is of special 
significance because its effect is 
felt on a greater number of people, 
usually in several different areas. 
Although not a panacea, supervi- 
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sory development, in combination 
with a sound personnel policy, 
creates a satisfactory work climate. 

Responsibilities of Development Pro- 
gram—An admirable presentation 
of the inherent responsibilities of a 
development program was that of 
Sister Peter Gerard, who considers 
training to be a “moral and social’ 
organizational responsibility.6 An- 
other considers management’s ap- 
proach to its personnel to be much 
like that of a coach to his team. It 
is to his advantage to develop each 
member of the team, and then the 
team as a whole. The only alter- 
native is mediocrity.? 

One of the prime determinants 
in maintaining a supervisory de- 
velopment program is “planned- 
for” promotion to greater positions 
of responsibility. If an individual’s 
work record is but one part of the 
evaluatory process, how then is he 
to be judged in totality? By ob- 
serving the development of an in- 
dividual in a detached setting, an 
objective evaluation is possible, 
with the resulting knowledge of 
his limits of competency and ob- 
served strong points providing his 
superior with the ability to estab- 
lish valid performance standards. 

Methodology has not been at- 
tacked with the same vigor as in 
past years. This may be a result of 
the extensive treatment it has al- 
ready received, coupled with the 
realization that all methodologies 
must stand the test of the environ- 
ment within which they are to be 
used. 

One notable exception was James 
A. Hamilton’s presentation of the 
role of case study in development. 
Directed toward the training of ad- 
ministrators, its lessons are valid 
for all supervisory personnel. It 
emphasizes the ability of the case 
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study to graphically bring out the 
subtleties in decision making and 
the reasons behind decisions. The 
use of this technique among super- 
visors has been eminently success- 
ful in stimulating and maintaining 
interest at times when other ap- 
proaches have failed. The ease of 
identification, and dispassionate 
appraisal of the factors involved, 
since the job is not at stake, are 
positive characteristics resulting 
from use of this technique. 

As far as developing the con- 
tents of such a program are con- 
cerned, one author lists 75 resourc- 
es which can be utilized in the 
development of a suitable curricu- 
lum.* Although some are closely 
related, others sufficiently different 
remain to assist in establishing a 
complete program. The author has 
related this program to the physi- 
ological, psychological and socio- 
logical factors possessed by the 
individual as these effect the re- 
sults of such an approach. 

On the whole, the literature of 
the supervisory development field 
has been sparse, but the articles 


have all been of relatively high 
quality. This writer would suggest 
that the pertinent literature not be 
the exclusive province of the 
trainer, but include those wrestling 
with other problems, such as 
unions and personnel turnover. We 
must view the _ subject more 
broadly. The supervisor is close to 
the employee and he has an inti- 
mate knowledge of the employees’ 
backgrounds, thus he is able to ex- 
plain management policy in the 
language of the employee,!® which 
in many of the personnel problem 
areas is what has been lacking. 
‘Overseer’ Supervision Not Enough— 
In an era epitomized by the “horse 
and buggy”, the “overseer” type of 
supervision may have had its place. 
In today’s world of “jet-stream”’ 
technology, it is not enough. Situ- 
ations are more complex and the 
employees involved have a better 
and broader understanding of 
themselves and their environ- 
ment.!1 Can hospitals expect their 
supervisors to have less? The goal 
of all programs for supervisors 
should be not only an understand- 


ing and recognition of the result 
desired, but also of the insight and 
action needed to achieve the result. 
Successful training cannot be 
achieved without considerable ef- 
fort; it must be recognized as part 
of the “day’s work” at all levels 
of supervision. Unless this is ac- 
knowledged, a definitive training 
policy cannot be implemented.! 
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The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on February 
2, 1961. 


INDIGENT AND MEDICALLY 
INDIGENT AGED 


VOTED (by the Council and the 
Board): To adopt the statement titled, 
Guides for Development of Programs 
for Indigent and Medically Indigent 
Aged under Social Security Amend- 
ments of 1960 (Kerr-Mills Act). 


GUIDES FOR DEVELOPMENT OF 
PROGRAMS FOR INDIGENT AND 
MEDICALLY INDIGENT AGED UNDER 
SOCIAL SECURITY AMENDMENTS OF 
1960 (KERR-MILLS ACT) 


1. It should be federal policy 
that state programs to provide hos- 


ASSOCIATION 


SECTION 





pital care to the indigent and medi- 
cally indigent must assure full 
payment for the care rendered. 
Full payment is defined in accord- 
ance with principles adopted by the 
American Hospital Association for 
all third-party relationships. 

2. If a state makes full payment 
in accordance with the above prin- 
ciple, hospitals should not seek to 
collect any additional amounts in 
cases where the payments are less 
than the hospitals’ established 
charges, and hospitals should not 
refuse on financial grounds to ac- 
cept as a Medical Aid to the Aged 
patient any person found eligible 
by the welfare agency. 

3. If a state has not followed a 
policy of full payment in Old Age 
Assistance, and if it cannot as a 
practical matter be expected to do 


so in the near future, this fact 
should not be accepted as a reason 
for asking hospitals to take less than 
full payment in a Medical Aid to 
the Aged program. Full payment 
for a limited number of days is 
preferable to lesser payment for 
more extended periods of hospital- 
ization. 

4. The federal government 
should not require the states to 
preclude hospitals from making 
supplementary collections unless 
the federal government also re- 
quires the states to make payments 
in accordance with principle #1 
above. If the amount of hospital 
reimbursement is dealt with 
merely by federal recommendation 
to the states, the matter of supple- 
mentary collections should be dealt 

(Continued on page 190) 
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marking inks available. 


For over 50 years NATIONAL has special- 
ized in MAKING YOUR MARK. Contact 
NATIONAL when you think of IDENTIFI- 
CATION. 


THE P MARKING MACHINE CO. 
Cincinnati 23, Ohio 


NATIONAL MARKING MACHINES and CON. 
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a sound foundation for 


HOSPITAL 
ACCOUNTANC 


Realistic accountancy provides 
a sound foundation for the 
successful operation of a 
hospital, regardless of its size. 
And a clear picture, based 

on a valid, current and 
provable appraisal, is an 
underlying necessity for the 
basic accounting processes. 
Depreciation, insurance, proof 
of loss, property control 

and equipment replacement are 
but a few of the factors affected. 


The professional techniques 
and proved skill of 
American Appraisal can help 
you to avoid uncertainty 

in each of these directions. 
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fnoduct titenatuse 


SEE READERS’ SERVICE CARD ON PAGE 195 


BUSINESS OFFICE and ACCOUNTING 


A case history of late charge control. Late charges and 
errors in the business offices of hospitals can be re- 
duced considerably by an electronic hand-written 
message system which is described in this four-page 
brochure. The administrator of a Pennsylvania hos- 
pital states in this case history that this new system 
not only affords better patient relations, but also 
cuts down the need for expediters and messengers. 
TELautograph Corp. Circle No. 1 on readers’ service 
card. 


Collecting good will with the bills. This pamphlet, pre- 
pared by a credit man active in the field, offers a 
fair and realistic approach to doctors’ collection prob- 
lems. The credit plan described will earn the respect 
of the community, and will also provide the income 
needed to give good service and allow for expansion. 
American Collectors Association. Circle No. 2 on 
readers’ service card. 


ENGINEERING AND MAINTENANCE 


Reducing painting costs. This brochure supplies practi- 


cal suggestions on reducing painting costs by saving 
on labor, material and frequency of repainting. De- 
scribes most effective painting techniques, painting 
cost formulas and other factors. Barreled Sunlight 
Paint Co. Circle No. 3 on readers’ service card. 


Boiler installation. This booklet discusses proper in- 
stallation of boilers. It covers such matter as suitable 
location; water, fuel and power supply; roughing-in 
the boiler site, and basic engineering data necessary 
to boiler operation. Vapor Heating Corp. Circle No. 
4 on readers’ service card. 


Roofing guide. This illustrated discussion of roof care 
covers maintenance, common roof problems, various 
roof types and similar topics. The Monroe Co., Inc. 
Circle No. 5 on readers’ service card. 


Central piping systems. This bulletin reviews the re- 
quirements of central piping systems for oxygen, 
anesthetic gases and vacuum. General recommenda- 
tions are presented, equipment needs are outlined 
and installation specifications are listed. Oxygen 
Equipment and Service Co. Circle No. 6 on readers’ 
service card. 

(Continued on page 164) 








To Fly or Fall... 


Like famed aeronauts Daedalus and Icarus 
committing themselves to the air, the hospital 
contemplating a public appeal for funds can 
seldom successfully undertake a campaign on an 


experimental basis. Like Icarus, who flew too 
close to the sun, the hospital that entrusts its 
project to the direction of dilettantes, stands to 
lose everything, for few men willingly join 
causes whose outcome seems uncertain. 


The most consistently successful campaigns are 
professionally directed campaigns, organized and 
thought out in incredible depth. 

Because his knowledge of hospital campaigns 
is complete, the HANEY director quickly imparts 
a feeling of assurance to those with whom he 
works, and permits community leaders to spend 
their efforts effectively. 
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Hospital Campaigns. 
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Because he has dedicated all of his efforts to 
hospital fund-raising, the HANEY director pro- 
duces more than success — he helps create 
community understanding and an abiding loyalty 
to the hospital . . . another reason why HANEY 
means QUALITY. 
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Chlorine and pH control. This book defines pH control, 
discusses methods of achieving it, furnishes tables 
of values and outlines areas of application, such as 
air conditioning, bacteriology, dietary and laundry, 
to mention a few. It also contains sections on pre- 
cautions to be observed and theoretical considerations. 
W. A. Taylor and Co. Circle No. 7 on readers’ service 
card. 


FOOD SERVICE 


Potato flakes. A technical bulletin for the purchaser 
of potato flakes to (1) explain why and how potato 
flakes are made; (2) discuss the composition and nu- 
tritive value of mashed potatoes made from potato 
flakes; (3) offer test-kitchen hints for uniformly suc- 
cessful preparation, and (4) offer other ways and 
means of preparing potato flakes. Rogers Brothers 
Co. Circle No. 8 on readers’ service card. 


Soup booklet. Food service operators are provided 
with descriptions of soups which they can create by 
adding unusual ingredients to 50 oz. condensed soups. 
Thirteen other suggestions for soup combinations, 
chowders, gumbos, cheese soups, cool] summer soups 
and low-calorie menus complete the 20 cost-cutting 
ideas. In addition to the recipes, the booklet contains 
a complete guide for appropriate soup garnishes. 
Campbell Soup Co. Circle No. 9 on readers’ service 
card. 


Baking mixes. This booklet is designed to assist in 
baking activities and contains much information on 
recipe variations, baking hints, portion costs, nutri- 
tional values and menu ideas. For large quantity 
baking, yield, preparation time and portion control 
charts are also detailed. General Mills, Inc. Circle 
No. 10 on readers’ service card. 


Peach recipe cards. Twenty-two combination peach 
salad and dessert recipes contained on recipe cards 
that can be used in any standard 8 x 6 in. file card 
box. Illustrated pictures of each recipe are printed 
on each card with the complete recipe on the back 
of the cards. Also featured with each recipe are al- 
ternate suggestions using the same ingredients as 
pictured in the illustration. Cling Peach Advisory 
Board. Circle No. 11 on readers’ service card. 


Ice cream cost handbook. A detailed booklet on ways 
to lower the cost of serving ice cream and ice cream 
dishes. Included are items on ice cream labor costs, 
methods of saving space through automatic dispens- 
ing methods and the preparation of ice cream dishes. 
Sweden Freezer Mfg. Co. Circle No. 12 on readers’ 
service card. 


Nutritional foods booklet. The leaflet is designed to 
give information on adequate nutrition for the con- 
valescent patient. Recipes are given for highly nu- 
tritious and easy-to-prepare dishes, including appe- 
tizers, main dishes, desserts and salads. Evaporated 
Milk Association. Circle No. 13 on readers’ service 
card. 
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ideas for planning an adequate diet. This booklet, pre- 
pared in the interest of better health through better 
nutrition, illustrates facts about foods, including cal- 
orie, protein, fat, carbohydrate, calcium, iron, sodium 
and vitamin values for common portions of foods. 
Also included are tables and information on diets, 
constituents of foods, food composition, ete. H. J. 
Heinz Co. Circle No. 14 on readers’ service card. 


Tips on salad preparation. This pocket size booklet con- 
tains more than 50 recipes for salads and salad dress- 
ings. Prepared especially for kitchens where large 
quantities of foods are planned for serving, this 
booklet offers numerous suggestions for quantity and 
high nutritional standards. H. J. Heinz Co. Circle No. 
15 on readers’ service card. 


Cooking with soups. Over 40 pages of recipes for pre- 
paring meals with condensed soups. Main dishes, 
lunches, vegetable dishes, sauces and dessert recipes 
are just a few of the meal suggestions described in 
this booklet. Soups can not only be used for garnish- 
ing, but can also be used as flavorful binders or 
extenders when preparing leftovers, or for the prep- 
aration of desserts. Many other recipes are described 
in this soup booklet. H. J. Heinz Co. Circle No. 16 on 
readers’ service card. 


GENERAL 


Care and processing of surgical gloves. Prepared for 
hospital administrators and personnel as a guide to 
processing surgical gloves, this 1l-page booklet ex- 
presses opinions and recommendations based upon a 
study of the techniques employed by various hospi- 
tals and specialists in the field. Rotary Hospital Equip- 
ment Corp. Circle No. 17 on readers’ service card. 


HOSPITAL PLANNING 


Office planning guide. This 56-page illustrated booklet 
describes scientific layout of office space in a step-by- 
step procedure. It also includes check lists, suggested 
plans for layout of space and other materiai of inter- 
est to hospital administrators, planners, etc. Art Steel 
Co., Inc. Circle No, 18 on readers’ service card. 


Planning for radiation protection. A reprint discusses the 
factors to be considered in planning for installation 
of equipment that produces ionizing radiation. It 
contains tables showing required lead shielding thick- 
nesses and lead-equivalent shielding thicknesses for 
X-rays and gamma rays Lead Industries Assn. Circle 
No. 19 on readers’ service card. 


Wall surfacing materials. A technical report about var- 
ious classifications of wall surfacing materials, such as 
inorganic, thermo-setting, thermo-plastic, etc. The 
report also discusses methods of application of these 
various materials. Desco International Assn. Circle 
No. 20 on readers’ service card. 


Hospital lighting. This manual provides suggested 
lighting arrangements for various areas, such as pa- 
tient care, administrative, service and others. It also 
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contains a list of currently recommended levels of 
illumination for these areas. Day-Brite Lighting, Inc. 
Circle No. 21 on readers’ service card. 







Laboratory planning. This planning guide presents in- 
formation and suggested layouts of equipment for 
hospitals of less than 75 beds, of 75 to 100 beds and 
of 151 to 250 beds. For still larger hospitals, it pro- 
vides planning data for the pathology suite. Hamil- 
ton Manufacturing Co. Circle No. 22 on readers’ serv- 
ice card. 


Communication systems. A technical bulletin discussing 
nurse-call systems, administrative communication 
systems, central dictation systems and many others 
of interest to hospital planners and administrators. 
Executone, Inc. Circle No. 23 on readers’ service card. 


Morgue design and layout. This brochure contains a 
suggested typical layout of morgue space and location 
in this space of 19 pieces of essential equipment and 
furniture. Market Forge Co. Circle No. 24 on readers’ 
service card. 


Air treatment bulletin. This bulletin discusses the ap- 
plication of air filters to various hospital areas, such 
as surgery, laundry, etc. Such topics are covered as 
bacterial concentrations in air, ventilation, odor re- 
moval and similar subjects. American Air Filter Co. 
Circle No. 25 on readers’ service card. 


Lighting for hospitals. A brochure discussing and illus- 
trating choice of light source and lighting method for 
various hospital areas. Sources discussed are incan- 
descent and fluorescent; methods covered are direct, 
semi-direct, indirect and semi-indirect. Holophane 
Co., Inc. Circle No. 26 on readers’ service card. 


INFECTION CONTROL 


Control of infections in hospitals. This folder contains 
reprints from hospital and medical journals plus a 
series of newsletters on infection-control measures. 
Included also are a number of pamphlets describing 
how to institute and maintain infection-control meas- 
ures in various areas of the hospital. Lehn and Fink 
Products Corp. Circle No. 27 on readers’ service card. 


Studies of antibacterial surfactants. A reprint from a 
technical journal describing the developing of anti- 
bacterial surfactants and reporting studies of their 
performance in vitro and in vivo. Armour and Co. 
Circle No. 28 on readers’ service card. 


Review of the hepatitis picture. A monograph about 
hepatitis discussing etiology, epidemiology, differ- 
ences between the two types and means of transmis- 
sion. This monograph calls for standardization of 
terms to avoid confusion, and it also provides an 


extensive bibliography on the subject. Wyeth Labo- 
ratories. Circle No. 29 on readers’ service card. 


Antibacterial soap and hospital linens. A reprint of an 
article reporting studies in five hospitals of the effec- 
tiveness of an antibacterial soap on hospital linens. 
Swift and Co. Circle No. 30 on readers’ service card. 

(Continued on page 166) 
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HOBART Dishwasher-Scrapper Unit 


This Triple-Tank Hobart Combination power scraps, power 
washes, power rinses and then finally sanitizes thousands of 
dishes per hour, yet squeezes into a fraction over 7 feet—ideal 
for the large-volume kitchen where space is at a premium. 


The Dual-Drive GM-2 Dishwasher permits either continuous 
straight-through operation or a longer dwell in the wash com- 
partment to provide washing action to match soil-removal 
requirements. Positive separation of wash and rinse streams 
means cleaner dishes faster. Wash spray openings are clog-proof. 


Model RS Power Scrapper uses overflow detergent water from 
the dishwasher to scrap effectively—saves on hot water and 
operating costs. 


The name Hobart on this and other dishwashers is your assur- 
ance of dependable, low-cost operation over the years. Get more 
facts from your Hobart dealer. The Hobart Manufacturing 
Company, Dept. 303, Troy, Ohio. 


CLEANS EASILY— Large inspec- 
tion and clean-out access door lifts 
up...stays up...so unit can be cleaned 
and kept sanitary. 


Nationwide Factory-Trained Sales and Service... over 200 offices 


Hobart machines 


A Complete Line by the World's Oldest and Largest Manufacturer of Computing 
Scales, and Food Store, Bakery, Kitchen and Dishwashing Machines 
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Preventive measures for infection control. A booklet de- 
scribing specific measures to reduce spread of infec- 
tion by personnel, equipment and environment. Win- 
throp Laboratories. Circle No. 31 on readers’ service 
card. 


Research bulletin. Report of a comparative study of 
two detergent-germicide compounds by a clinical 
microbiologist. Comparison of both with ordinary 
soap followed by alcohol rinse is also reported. Hunt- 
ington Laboratories. Circle No. 32 on readers’ service 
card. 


Booklet for hospital distribution. This booklet describes 
the whole staphylococci problem in layman’s terms 
and by use of cartoons dramatically illustrates its 
scope. Suitable for distribution to nonmedical per- 
sonnel and visitors. Winthrop Laboratories. Circle 
No. 33 on readers’ service card. 


LABORATORY 


Use of frogs for pregnancy detection. This booklet de- 
scribes the various steps in the process of detecting 
human pregnancy by use of frogs. It covers tech- 
niques for extracting the gonadotropic hormone from 
human urine; for injecting the test material into the 
frog; the care of frogs, and other related procedures. 
Steinhilber and Co. Circle No. 34 on readers’ service 
card. 


Electrophoresis procedures. This booklet describes elec- 
trophoresis procedures using cellulose acetate strips; 
the chemical and physical properties of the strips; the 
electrophorectic run and other techniques, and the 
methods of storing and preserving the strips. Con- 
solidated Laboratories. Circle No. 35 on readers’ serv- 
ice card. 


Ultrasonic techniques. This brochure discusses the uses 
of ultrasonic equipment and techniques for fragmen- 
tation, fractionation, dispersion and emulsification of 
various substances. It also includes an extensive bib- 
liography. Raytheon Co. Circle No. 36 on readers’ 
service card. 


LAUNDRY and HOUSEKEEPING 


Cleaning and laundering curtains and draperies. Type of 
fabric, physical characteristics, abrasion resistance 
and resistance to sunlight are just a few of the items 
discussed in this comprehensive bulletin. Other topics 
include: light damage of colors, light damage of 
varied fabrics and certain other damages due to light 
radiation. Typical washing formulas, plus precau- 
tionary measures against shrinkage are also described. 
American Institute of Laundering. Circle No. 37 on 
readers’ service card. 


Processing costs in institutional laundries. This bulletin 
was prepared specifically for determining laundry 
processing costs in hospitals and other institutions. 
The basic cost accounting procedure necessary to 
determine accurate costs of producing laundry is 
outlined in this bulletin. This procedure consists of 
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four basic steps which are fully detailed in the 


No. 38 on readers’ service card. 


A guide to the care of hospital floors. This nine-page 
guide booklet deals with the basic care and cleaning | 
of various different types of hospital flooring. Illus- | 
trated are methods of renovating terrazzo, concrete, | 
conductive, resilient and wood floors as well as | 
methods of waxing, sweeping, damp mopping, scrub- | 
bing and wet and dry vacuuming. Hillyard Chemical | 


Company. Circle No. 39 on readers’ service card. 


Planning a modern laundry department. A technical in- | 


formation guide booklet to assist institutions, includ- 
ing hospitals, in evaluating the benefits of on-location 
laundry departments. The nature of this informa- 


tion is shown by suggested layouts for various size | 
institutions. Pellerin Milnor Corp. Circle No. 40 on | 


readers’ service card. 


Surfactants and fabric softeners. This bulletin contains 
a series of studies in the development of antibacterial 
surfactants, plus a discussion on the institutional use 
of antibacterial fabric softeners. Armour and Co. 
Circle No. 41 on readers’ service card. 


Washing hints. This 48-page booklet illustrates in | 
detail most washing problems encountered in large | 


laundry services. Soaps, rinses, bleaches, starches, 
etc., are discussed, and also the instances in which 


each should be used. Fifteen pages are devoted to a | 
series of questions and answers on proper washroom | 


practices. The booklet also includes various statisti- 


cal tables. H. Kohnstamm & Co., Inc. Circle No. 42 | 


on readers’ service card. 


MEDICAL 


Visual education in medicine. Contained in this 26-page 
booklet are 18 articles on the use of visual education 
in medicine motion picture films, which appeared as 
feature articles in the New York State Journal of 
Medicine and which were compiled from 28 years’ 


experience in the field of medical motion pictures. | 


Medical Film Guild, Ltd. Circle No. 43 on readers’ 
service card. 


Medical film catalogue. A new catalogue of 16 mm. 
sound films listing films for both professional and lay 
audiences on a free-loan basis. The films, 11 of which 
are available in color, cover a wide range of topics 


from clinical reports on new drugs and techniques to | 
socio-medical problems such as alcoholism. Smith, | 
Kline & French Laboratories. Circle No. 44 on read- | 


ers’ service card. 


Pulmonary function testing. The booklet gives defini- 


tions, testing procedures and tables of norms for most | 
of the important tests involving pulmonary function. | 
The unit described is designed primarily for basal | 
metabolic work but is said to be accurate enough for |} 
other respiratory studies. Jones Metabolism Equip- | 


ment Co. Circle No. 45 on readers’ service card. 
(Continued on page 168) 
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| cuts clean and true 


bulletin. American Institute of Laundering. Circle | 


1. Up to 16-inch cutting tolerance handles 7-rib roast 

2. Quick-set blade tension indicator and adjustment 

3. Fatigue-proof spring holds correct blade tension 

4. Sealed, tapered roller bearings for long life—keep pulleys aligned 

5. Double-flanged pulleys save work stoppage by preventing blade jump-off 
6. Long-lasting tungsten carbide blade backup—no old-fashioned 

service-requiring ball bearings 

7. Rugged carriage track, “easy-glide” performance 

8. Husky table supports and laminated steel carriage take any shock load 
9. Clean, easy-to-read table graduations 
10. Large meat stacking space on rugged table 
11. No-slip, positive-locking vernier gauge plate adjustment 

12. Up-front, close-at-hand gauge plate adjustment knob and start switch 
13. Powerful, long-life, grease-packed, ball-bearing motor 

14. Time-saving blade change without removal of parts 

15. Parts removable without tools 

16. Pulleys and all take-out parts easily removed, immersible in water 
17. Column access door for easy cleaning inside 

18. Smooth, rounded surfaces—quick end-of-day clean-up throughout 
19. Large-capacity scrap tray—easily removed 

20. Completely sanitary, separate sealed motor and drive 

21. Sanitary, off-the-floor base makes cleanup easy 








Model 5016 
16-inch saw 


reaSOns for choosing 


this Hobart big-capacity meat saw 


Ask your Hobart representative for the 22nd reason. Remem- 
ber, there are 14- and 12-inch units—a Hobart model that’s 


right for you. 
The Hobart Manufacturing Company, Dept.203, Troy, Ohio. 


Nationwide Factory-Trained Sales and Service... over 200 offices 


® 
Hobart machines 
y it, A Complete Line by the World's Oldest and Largest Manufacturer of Computing 
Scales, and Food Store, Bakery, Kitchen and Dishwashing Machines 


167 





Treatment of leg affections. This handbook gives a 
guide to the techniques used in ambulatory treatment 
of affections of the legs and other conditions. The 
booklet, with photographs of cases, includes such 
techniques as pressure bandages, treatment of eczema, 
swollen legs and arms, and the injection of varicose 
veins. Dalzo, Inc. Circle No. 46 on readers’ service 
card. 


Treatment for crushing wounds. A review of more than 
2000 consecutive crushing type wounds of the fingers 
and hands which were successfully treated without 
amputation is given in this pamphlet. Minimum 
operative trauma and effective support are stressed. 
Dalzo, Inc. Circle No. 47 on readers’ service card. 


Blood component therapy booklet. This booklet, com- 
plete with figures and diagrams of how to collect, 
preserve and administer blood with the least amount 
of damage to the cells possible, explains how the 
especially designed blood-pack unit gives flexibility 
and adaptability in whole blood and blood component 
therapy. Fenwal Laboratories. Circle No. 48 on the 
readers’ service card. 


Suture handbook. A handbook covering such topics as 
suture materials in current use, sutures in specialty 
usage, use of seamless needles and needle sutures, 
suture packaging and asepsis in surgery is now avail- 
able in a paperback, nine-chapter book. Ethicon, Inc. 
Circle No. 49 on readers’ service card. 


Diagnostic applications of radioactive isotopes. This 23- 
page booklet is intended primarily for use by those 
who are unfamiliar with the applications of radio- 
isotopes in clinical medicine. Providing a simple and 
available source of commonly used procedures, it is 
useful in training programs. Nuclear-Chicago Corp. 
Circle No. 50 on readers’ service card. 


Key advances in operative techniques. A series of sur- 
gical drawings illustrating new operations perfected 
during recent years. The illustrations provide visual 
explanation, in color, of the steps to be taken during 
the operation. Surgical procedures illustrated include 
pneumonectomy, portacaval shunt, aortic transplant, 
corneal graft, uretero-sigmoid transplant, chemopal- 
lidectomy, and mitral commisurotomy. The Seamless 
Rubber Co. Circle No. 51 on readers’ service card. 


MEDICAL RECORDS 


Record retention and record protection. A detailed analy- 
sis of how to protect records, how long to keep them 
and which ones to keep. The answer in terms of 
direct savings, convenience and general efficiency, 
according to this booklet, is to adopt a practical 
program—one that schedules which records to keep 
and how long to keep them. The Mosler Safe Co. 
Circle No. 52 on readers’ service card. 


Microfilming of medical records. This publication lists 
questions and answers regarding the microfilming of 
hospital and medical records and has been frequently 
reprinted. It is a “standard” in use by many schools 
for medical record librarians from whom yearly re- 
quests are received. The Hospital Microfilming Co., 
Inc. Circle No. 53 on readers’ service card. 
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How to dictate letters. This booklet endeavors to give 
the reader all the rules necessary for forming good 
habits of dictating. Another goal of the booklet is to 
lower the percentage of letters, memos, etc., which 
have to be rewritten by increasing the effectiveness 
of the dictation. Stenocard Dictation Systems, Di- 
vision of Pacific Instruments Corp. Circle No. 54 on 
readers’ service card. 


NURSING SERVICE 


Principles of use of sphygr ters. This booklet 
has been prepared for physicians and other medical 
practitioners professionally concerned with clinical 
bloodpressure determinations. Its purpose is to pro- 
vide a better understanding of sphygmomanometry, 
with particular emphasis on the capabilities and limi- 
tations of the different types of apparatus in current 
use. It deals with basic principles and with details of 
instrument design and construction. W. A. Baum 
Company, Inc. Circle No. 55 on readers’ service card. 





Mothers’ guide for prevention of diaper rash. Now avail- 
able to mothers of the nation’s eight million diaper 
wearing babies is a booklet that explains how diaper 
rash can be prevented in the home. The guide was 
introduced for distribution to physicians, hospitals, 
departments of health and diaper services throughout 
the country. The booklet discusses the known causes 
of diaper rash and what may be done to counteract 
them. National Baby Care Council. Circle No. 56 on 
readers’ service card. 


Series of sterilization lectures. A series of lectures that 
will assist physicians and hospital personnel to 
become familiar with the lastest techniques in sterili- 
zation. The lectures aid in evaluating the various 
methods of sterilization utilized by manufacturers, 
as well as supply a basis for review of all sterilization 
procedures so that the latest scientific developments 
may be utilized. Becton, Dickinson & Company. 
Circle No. 57 on readers’ service card. 


Steam vapor therapy. This publication provides infor- 
mation on the use of steam vapor therapy. The 
research for the booklet was done by a staff of prac- 
ticing physicians and final writing of the brochure 
was completed by a New York City hospital staff 
physician. The assistance and suggestions of the 
American Medical Association was provided through- 
out. It is suitable for distribution to parents of new- 
born infants and young children. Practical Electric 
Products Corp. Circle No. 58 on readers’ service card. 


Making baby’s formula. Three leaflets, together with 
a color filmstrip, are designed for the use of people 
who teach infant formula making. The filmstrip and 
leaflets, plus a special fact sheet, constitute this 
infant formula teaching kit, which is available to 
individuals or groups who are interested in sugges- 
tions on how to make a baby’s formula. Evaporated 
Milk Association. Circle No. 59 on readers’ service 
card. 

(Continued on page 170) 
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with — 
PAGEMASTER 


Locate him instantly—in the lab, in the wards, in an- 
other wing, even out of doors—way beyond the range 
of conventional paging systems. 

Alert him—and only him. His—and only his—pocket- 
sized PAGEMASTER will beep discreetly. And will sound, 
again and again until he checks in. For PAGEMASTER is 
gentle but insistent. 

What equipment do you need for a PAGEMASTER Selec- 
tive Wireless Paging System? Nothing more than a 
desk-top encoder, a transmitter, an antenna, and transis- 
torized, feather-weight receivers. Installation is imme- 
diate and inexpensive—no costly lights, loops or speakers 


GENERAL DYNAMICS 


are needed, no expensive drawn-out structural modifica- 
tions are involved. And you can add receivers—up to 
several hundred—as your paging applications increase. 

Want to see how much faster and how much more 
economically PAGEMASTER reaches key people . . . to help 
them get things done? Your STROMBERG-CARLSON® 
Communications Consultant has the irrefutable facts. 
For his name, call Western Union Operator 25, or write: 


Commercial Products Division—Box O 


1404 North Goodman Street 
Rochester 3, New York 


ELECTRONICS 


in modern hospital communications... THERE IS NOTHING FINER THAN A STROMBERG-CARLSON® 
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on 


SAND 
ACCOUNTS 


watch for these eight 
danger signals: 


ae Hospital payment terms fail for no valid reason. 
@ Denial of responsibility. 

© Patient “skips” town. 

@ Repeated unreasonable complaints. 

© Obvious financial irresponsibility. 


@ History of repeated delinquencies with frequent 
change of address or of occupation. 


7) Delinquency co-exists with serious marital difficulty. 
© Delinquent debtor doesn’t answer mail or phone. 
All of these signals are described in detail in “The 
Creditors Collection Guide”, published by the American 
Collectors Association. For your free copy of this handy 


24-page guide, call your local ACA office listed under 
“Collection Agencies” in the Yellow Pages, or write to 


the address below. 
AMERICAN ea 


COLLECTORS 
ASSOCIATION, inc. 


5011 Ewing Ave. S., Minneapolis 10, Minn. 


An International Association of Collection Specialists 
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PHARMACY 


Hospital pharmacy problems. Contained in this loose- 
leaf notebook are a series of 30 articles on problems 
of interest to hospital pharmacists written by hospi- 
tal pharmacists. Organon, Inc. Circle No. 60 on read- 
ers’ service card. 


PURCHASING 


Facts about fiber. This pocket-sized textile digest con- 
tains an explanation of the Federal Trade Commission 
fiber definitions; a table of physical properties, and a 
summary of characteristics and applications for each 
generic fiber classification as well as a listing of fiber 
trademarks and producers. American Viscose Corp. 
Circle No. 61 on readers’ service card. 


SAFETY 


Body mechanics 1. This book contains a compre- 
hensive report of grab bar requirements in various 
types of bath facilities. The manual is primarily for 
the guidance of architects, hospital administrators, 
doctors, nurses and therapists in the placement and 
use of grab bars for patient maneuverability and 
support. Line drawings are also illustrated to show 
placement and use of all models described. American 
Hospital Supply Corp. Circle No. 62 on readers’ serv- 
ice card. 





Conductivity tester. Prepared as a procedure manual 
for use by the departments of anesthesiology in hos- 
pitals and for hospital maintenance engineering staffs, 
this manual describes the standard testing procedure 
of the National Fire Protection Association. With 
complete explanation for the layman, it includes the 
testing of conductive anesthesia rubber, flooring, 
equipment and furniture used in anesthetizing loca- 
tions in the hospital. H. E. Richards Company, Inc. 
Circle No. 63 on readers’ service card. 


Conductivity in hospital floors. The six-page pamphlet 
contains pointers on maintaining hospital-floor con- 
ductivity. Preserving conductivity prevents needless 
explosions because of static electricity. The booklet 
also illustrates some ‘“‘dc’s and “‘don’ts” in the clean- 
ing and waxing of conductive flooring. It also de- 
scribes the reasons for loss of conductivity in many 
instances when flooring was treated without due re- 
gard to conductive properties. Hillyard Chemical Co. 
Circle No. 64 on readers’ service card. 


Alarm equipment and systems. This publication will 
serve as a buyer’s guide or as an aid in writing speci- 
fications and in planning and estimating fire protec- 
tion installations. The booklet also contains listings 
of fire, sprinkler, supervisory and municipal alarm 
equipment; plus complete listings of electronic con- 
trol, plant protection, watch tour and security sys- 
tems. Notifier Corp. Circle No. 65 on readers’ service 
card. 
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Rubbermaid Plastic Containers for 


6, 10 and 20 gallon sizes—$4.98, $6.98, $9.98 


newest sanitary 
and maintenance 
methods... 


Engineered to meet the most rugged 
temperature extremes, from sub-zero 
weather to steam cleaning. Lightweight for 
easy handling with unbreakable, dent-proof 





construction that never makes a noise. 
Snap lock lid stays up, lifts off, snaps shut. 
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Rubbermaid 


MEANS BETTER MADE 


CONTACT YOUR EQUIPMENT DEALER COMMERCIAL DIVISION @ RUBBERMAID INC, WOOSTER, OHIO ¢ COOKSVILLE, ONTARIG 














How many different printed forms does your 
hospital use? If your operation is typical, the number 
has grown like “Topsy”. This not only adds to your printing 
costs but multiplies paper work for many members of your 
staff. The solution, of course, is a reappraisal of your record 
keeping system...and a good man to help you is your 
Shelby Representative. He knows hospital procedures and 
requirements and his expert help is backed by Shelby’s 
hospital systems experience. His office is nearby... his 
service is available without obligation. Phone him or write: 


THE SHELBY SALESBOOK COMPANY, SHELBY, OHIO 
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« ware wt 


Production experience 
guarantees 


RELIABILITY 


Order with confidence, serums ® bloods 
the quality and dependability ultrafiltrates 

your laboratory and 

research needs demand. Prompt 
service. All correspondence 
and inquiries answered diagnostic reagents 
immediately. tissue culture reagents 


complement @ globulins 
fluorescent materials 


We maintain a variety of our own laboratory animals 


under the finest conditions. 
COLORADO 
© Write for this FREE SER UM Co. 
erode LABORATORIES 


er No salesman 
“za will call. 


Laboratory and General Office PEAK OF QUALITY 
4950 YORK STREET * DENVER 16, COLORADO © MAin 3-5373 
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CONCLUSION OF A 


TWO-PART ARTICLE 


-pememh DEVELOPMENTS in nu- 
trition research and in food 
technology bring new problems for 
the Division of Nutrition, U. S. 
Food and Drug Administration. 
The dietitian, too, has a role in 
combatting the misuse of scientific 
information about food. 

The news value of nutrition re- 
search has often led to misleading 
claims being made for food prod- 
ucts. Sometimes, as in the claims 
being made for protein compo- 
nents of foods, the basic research 
is on a firm foundation, but is mis- 
applied. In other cases, such as in 
claims which have been made for 
certain components of fats, sci- 
entific findings which are tentative 
and incomplete have been misused. 

Infant formula services, now be- 
ing used in some hospitals, are an 
example of a new method of proc- 
essing foods that bring new prob- 
lems of sterility control and the 
possibility of nutritional damage. 

The Food and Drug Administra- 


Oral L. Kline, Ph.D., is director, Divi- 
sion of Nutrition, Bureau of Biological 
and Physical Sciences, U. S. Food and 
Drug Ad tion. 
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In the conclusion of a two-part ar- 
ticle, the director of the Division of 
Nutrition, U.S. Food and Drug Ad- 
ministration, describes how new devel- 
opments in nutrition research and in 
food processing necessitate policy de- 
cisions and new efforts in nutrition 
education. He discusses misleading 
claims being made about the protein 
quality of foods and about certain 
components in food fats. New prob- 
lems associated with infant formula 
services are summarized. 

In Part 1 of this article, in the April 
1 issue of this Journal, the author ex- 
posed the false statements and half- 
truths used in promoting food and 
vitamin supplements by the nutrition 
quack, 





tion has become concerned over 
the popular emphasis on the pro- 
tein in the diet. With a consuming 
public that is nutrition conscious, 
it was not difficult through adver- 
tising channels to create an inter- 
est in protein content and protein 
quality of our food supply and to 
question the adequacy of the ordi- 
nary diet. Exaggerated claims are 
being made for a great variety of 
foods offered for their protein 
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by ORAL L. KLINE, Ph.D. 


value because of small additions 
of protein or of a few milligrams 
of one or another of the amino 
acids. A children’s disease called 
kwashiorkor that has been found 
to respond to protein supplemen- 
tation of the diet is prevalent in 
Central America and in some parts 
of Africa. This is essentially a dis- 
ease of starvation, but with these 
particular symptoms it is a protein 
starvation. Publicity about this 
condition has provided a spring- 
board for alarming exaggerations 
of the value of protein supplemen- 
tation in this country. The facts 
about proteins and protein re- 
quirements are these: 


PROTEIN CHARACTERISTICS 


The protein constituent of our 
foods is made up of some 22 amino 
acids. Eight of these have been 
shown to be essential for man. 
That is, they cannot be made in 
the body from other amino acids 
and, therefore, must be present in 
the diet consumed. The 14 non- 
essential amino acids are nones- 
sential only insofar as their trans- 
formation from one to another is 
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possible. Although this is a com- 
plex relationship and much re- 
search is being done in this field, 
research has established the fact 
that the value of a protein for 
growth and maintenance of body 
tissues is dependent upon its con- 
tent and proportion of the eight 
essential amino acids. For ex- 
ample, gelatin is a poor quality 
protein because it contains none 
of the essential amino acid, tryp- 
tophan, Some of the breakfast ce- 
reals, because of heat treatment in 
their preparation, are deficient in 
lysine, and thus will not support 
growth in test animals when sup- 
plied as the only source of pro- 
tein. 

Proteins have the capacity of 
supplementing each other. When 
consumed with a poor protein, a 
good protein rich in_ essential 
amino acids will make up the defi- 
cit of the poor protein and provide 
a total protein mixture of good 
quality. For this reason, in discuss- 
ing dietary values, it is misleading 
to talk about the protein value of 
a single food. In the metabolic 
process, the total protein consumed 
in any one meal or in any one day 
is the significant consideration. 


The ordinary diet in this country 
supplies more than 100 grams of 
protein daily. The recommended 
dietary allowance published by 
the Food and Nutrition Board, Na- 
tional Research Council, is one 
gram per kilogram of body weight 
or about 70 grams for the adult 
of average weight. This amount of 
protein supplies a large factor of 
safety because adult needs will be 
satisfied by only 22 grams of high 
quality protein such as that of 
whole egg. The ordinary diet has 
a protein quality of approximately 
75 per cent of that of whole egg 
and thus about 30 grams of pro- 
tein of the ordinary mixed diet 
will supply the daily needs. Ob- 
viously, the offering of a single 
food which has a slightly in- 
creased protein value or which 
contains only a small amount of a 
protein of high quality would 
provide no significant increase in 
nutrient value of the ordinary 
diet. This relationship is most dif- 
ficult to convey to the ordinary 
consumer. 


During recent years interest has 
been renewed in the body’s meta- 
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bolism of fats. This is a dynamic 
and complicated process and in- 
volves reactions that are not yet 
completely understood. Some sci- 
entific experimentation has shown 
that certain of the unsaturated 
fatty acids are essential to a nor- 
mal working of the metabolic 
processes in both animals and hu- 
mans. Recently reported studies 
indicate that human requirements 
are met when the diet contains 
no more than 2 per cent of its fat 
in the form of linoleic or arachi- 
donic acid. Only with difficulty 


can experimental diets be pre- 
pared sufficiently low in these 
fatty acids to demonstrate that 
they are essential nutrients. Ap- 
parently no need exists to supple- 
ment the ordinary diet with fats 
that are offered to supply the es- 
sential fatty acids. 


CHOLESTEROL CONTROL 


Another aspect of the dietary 
use of linoleic acid is its effect 
upon the lowering of the blood 
cholesterol in hypercholesterole- 
mia. In treatment frequently rec- 
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Fastest — Most Aecorate 
Patient Food Service Yet Devised 


NOW TRAY-ON-TRAY system makes tray matching easier than ever. 


NOW the most important step yet toward elimination of confusion 
and delay with new TRAY-ON-TRAY system. 


NOW dietitians can easily check complete patient tray before it 
leaves kitchen, exactly as it will be delivered to the patient, with hot 
foods hot and cold foods cold—guaranteed. 


Meals-on-Wheels System 


5063 East S9th Street Kansas City 30, Mo. 
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and the TRAY-ON-TRAY system. 


Name Title. 


MAIL 
THIS 





Institution 


COUPON 





Street Address— 


TODAY 





City 








James E. Davis 
Administrator 

Casita Hospital 
Indio, California 


Casita is a small general hospital with 
kitchen convenient to all rooms. Six years 
ago adequately heated water was tempo- 
rarily impossible to obtain for proper dish- 
washing, so all-paper food service came 
into use. 

The sanitary value of paper has since 
become so thoroughly appreciated by pa- 
tients and staff that a return to traditional 
food service is no longer considered at 
Casita Hospital. 

Administrator Davis feels that all-paper 
food service has made numerous impor- 
tant advantages permanent realities. Sub- 
stantial savings in storage space, equip- 
ment, and labor are obvious. But equally 
significant to kitchen staff and patients, 
and the nurses’ aides who serve all meals 
are the light weight, quietness, ease of 
handling, and attractiveness of paper. 


HELPFUL IDEAS FOR YOU 


The above report is further evidence that 
all-paper service can improve any mass 
feeding operation, large or small. Your 
paper wholesaler will be glad to discuss the 
advantages of this modern food service in 
your own operation. Phone him today. 


PAPER CUP AND CONTAINER INSTITUTE, INC. 


250 Park Avenue, New York 17, N. Y. 





ommended, the dietary fat intake 
is reduced and appreciable pro- 
portions of the saturated fat of 
the diet are replaced with food 
fats particularly rich in linoleic 
acid content. The evidence is clear 
that in patients with blood choles- 
terol levels double the normal, 
this dietary alteration causes a sig- 
nificant lowering of the cholesterol 
level. Following this demonstra- 
tion, speculation led to the appli- 
cation of these findings to disease 
of the heart and arteries. Ather- 
omatous plaques in the large ar- 
teries are known to contain signifi- 
cant amounts of cholesterol. This 
led to the suggestion that there 
might be a causal relationship be- 
tween hypercholesterolemia and 
heart disease. Such a relationship, 
however, has not been demon- 
strated. 

In the wake of announcement of 
these findings, many special prod- 
ucts appeared on the market of- 
fered for the lowering of blood 
cholesterol and the treatment of 
heart disease. The claims made for 
these products were not only 
highly misleading to the general 
public but were hazardous in that 
such preparations might be used 
in the place of proper medical 
treatment. In December 1959 the 
Food and Drug Administration 
published in the Federal Register 
a statement of policy regarding 
products of this type. It reads as 
follows: 

“(a) There is much public in- 
terest and speculation about the 
effect of various fatty foods on 
blood cholesterol and the relation- 
ship between blood cholesterol lev- 
els and diseases of the heart and 
arteries. The general public has 
come to associate the term ‘choles- 
terol’ with these diseases. A num- 
ber of common food fats and oils 
and some other forms of fatty 
substances are being offered to the 
general public as being of value 
in the control or reduction of 
blood cholesterol levels and for the 
prevention or treatment of dis- 
eases of the heart or arteries. 

“(b) The role of cholesterol in 
heart and artery diseases has not 
been established. A causal rela- 
tionship between blood cholesterol 
levels and these diseases has not 
been proved. The advisability of 
making extensive changes in the 
nature of the dietary fat intake of 


the people of this country has not 
been demonstrated. 

“(c) It is therefore the opinion 
of the Food and Drug Adminis- 
tration that any claim, direct or 
implied, in the labeling of fats 
and oils or other fatty substances 
offered to the general public that 
they will prevent, mitigate, or 
cure diseases of the heart or ar- 
teries is false or misleading and 
constitutes misbranding within 
the meaning of the Federal Food, 
Drug and Cosmetic Act.” 

Following the appearance of this 
policy statement, the Food and 
Drug Administration has made a 
number of seizures of shipments 
of special dietary food products, 
offered for the treatment of heart 
disease, that contain minute 
amounts of linoleic acid or leci- 
thin. As a result of these legal ac- 
tions, perhaps, and in response to 
the policy statement, there has 
been some encouragement for a 
change in the tone of the adver- 
tising and labeling of food fats 
from vegetable sources that con- 
tain significant quantities of the 
polyunsaturated fatty acids. 

The final answer is not yet 
known with respect to changes in 
the blood system that lead to a 
thrombosis causing coronary dam- 
age, nor with respect to the effect 
of a major alteration of dietary fat 
with respect to its saturation. 
Animal studies indicate that body 
fats are altered markedly by a 
change in dietary fat. The produc- 
tion of soft pork from feeding 
to swine peanut meals high in 
soft fat is well known. A danger 
may exist in a great increase in 
the degree of unsaturation of the 
tissue fats. Polyunsaturated fats 
are highly subject to oxidation. 
This property may have an effect 
upon the oxidation reduction sys- 
tems of the tissues and may in- 
crease the requirement for dietary 
antioxidants. The outcome of ma- 
jor dietary alterations such as this 
cannot be predicted without care- 
ful and thorough scientific inves- 
tigation. 

INFANT FORMULA SERVICES 

A recent development in hos- 
pital feeding may affect some die- 
titians directly. This has to do 
with infant feeding and involves 
a new practice of farming out the 
preparation of infant formulas to 
so-called infant formula services. 
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Such services have been estab- 
lished in several of the larger 
cities, and have encouraged the 
hospitals of the area served to give 
up their infant formula prepara- 
tion rooms and the necessary per- 
sonnel involved in this process. 
The professional services prepare 
the formula in diluted form in in- 
fant feeding bottles, with nipple 
attached and covered to maintain 
bacterial sterility. The hospital is 
offered any formula desired by the 
pediatrician. The commercial serv- 
ice sterilizes the diluted milk for- 
mula at a relatively high temper- 
ature for a long enough time to 
ensure complete sterility. This per- 
mits delivery of the finished prod- 
uct by unrefrigerated truck long 
distances once or twice weekly 
rather than daily. It is not clear 
whether adequate programs of 
control sterility testing are prac- 
ticed by these services. 

Further, no evidence is supplied 
by these services to show that the 
nutritive value of the food has 
not been significantly altered. Sev- 
eral years ago, a large number of 
infants in several different locali- 
ties developed a syndrome of con- 
vulsions and vomiting that was 
traced to a nutritionally damaged 
commercial infant formula. In this 
case, excessive processing ap- 
peared to have caused a destruc- 
tion of the vitamin Be natural to 
the milk. The symptoms seen in 
the infants closely resembled the 
“screaming fits” observed in young 
rats fed a vitamin Be deficient diet. 
On the basis of this correlation, 
we were able to suggest a diag- 
nosis that was soon confirmed by 
Dr. May at the University of Iowa 
School of Medicine. This incident 
should encourage anyone involved 
in the preparation of food for in- 
fants to take whatever steps are 
necessary to ensure nutritional 
adequacy of the processed food. 

Nutrition education is a never- 
ending process and needs con- 
tinued effort on the part of all in- 
terested in good health. As new 
areas in nutrition are studied, new 
exaggerations will appear in the 
promotion of foods. Dietitians have 
a particular talent and training to 
assist effectively in combatting 
false claims in the field of public 
health. Their continued help is 
needed in this field. . 
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Proper storage essential for frozen foods 


Continuous storage at 0° F. or below is the key to maintaining quality 
and safety in frozen foods, according to a report by Horace K. Burr, Ph.D., 
and R. Paul Elliott, M.S., of the Western Regional Research Laboratory, 
U.S. Department of Agriculture. Publication of this report was author- 
ized by the Council on Foods and Nutrition, American Medical Associa- 


tion, in the Journal of the AMA, 
Oct. 29, 1960. 

Quality will be fairly well main- 
tained even if the food is briefly 
exposed to higher temperatures— 
such as 10° F. for a few days or 





20° F. for a few hours. Any pro- 
longed rises in storage temperature 
over 0° F., however, are associated 
with deterioration in quality. 
Frozen foods vary in their sensi- 








INSULATED! UNBREAKABLE! HYGIENIC! 


Vollrath 


STAINLESS STEEL 


Improved Individual 
Server 


Fits shelf spaces 
of hospital carts 


a 


Thumb-lift hinge for 
one-hand pouring— 
opens lid flat and 
braces it firmly for 
efficient machine washing 








Keeps beverages HOT or COLD for hours 


Holds temperature constant—keeps 
beverages fresh at bedside. Improved 
thumb-lift cover and roomy handle make it 
easy for patient to serve himself. Fits in 
514” shelf spaces of hospital carts. Wide 
mouth and wide-opening firmly hinged 
cover permit easy sterilization in dishwash 


machines. Heavy gauge stainless steel body, 
lining, and cover. Nothing to break. Pays for 
itself. 10-oz. capacity. No. 8210 


Permanently insulated, 
solid construction 
. 


Flat, stable base 
prevents tipping 
+ 


Wide-mouthed for 
easy aseptic cleaning 
. 


Dripless pouring lip 


NEW LOW-PRICE TRAY CARD HOLDER 
Holds card just right to identify tray at a glance. Stain- 
less steel, easy to keep clean and shining. Adds to 
service, costs very little. No. 9208. 


First in stainless steel utensils for the medical profession 


THE VOLLRATH COMPANY 


SHEBOYGAN, WISCONSIN 


Sales oftices and show rooms: New York, Chicago, Los Angeles 
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tivity to temperature rises. Peaches 
will lose quality within six weeks 
when stored at 10° F., while poul- 
try stored at this temperature may 
maintain its quality for six months. 
Unless they are grossly mishan- 
dled, frozen foods are more likely 
to deteriorate in quality than to be 
unsafe. Freezing foods reduces the 
bacterial count, but does not com- 
pletely eliminate bacteria. How- 
ever, bacteria that cause food 
poisoning do not grow at 40° F. (re- 
frigerator temperature) or below. 
Special care is needed in the 
handling of frozen precooked foods 
such as poultry pies and prepared 
dinners, both because their manu- 
facture provides a greater chance 
for bacterial contamination and be- 
cause these products offer a better 
medium for bacterial growth. 
Movements are under way to im- 
prove the quality of frozen foods 
on the market. The Association of 
Food and Drug Officials of the 
United States is working on a 
frozen food-handling code, to be 
used as a guide for lawmakers 


FOOD POISONING 
ORGANISMS 


PSYCHROPHILIC 
ORGANISMS 





CHART shows that 
organisms responsi- 
ble for food poison- 
ing do not grow at 
40° F. (refrigerator 
temperature) or be- 
low. Some types of 
psychrophilic (‘‘cold- 
loving’’) organisms 
will grow slowly in 
the temperature zone 
between 14° and 
40° F. with a dan- 
ger of slow spoilage 
but no danger to 
health. 





preparing state and local ordin- 
ances. Voluntary standards for in- 
dustry practice are being developed 
by nine associations involved in the 
manufacture and distribution of 
frozen foods. 

* * * 

The phenomenal increase in the 
consumption of frozen foods is il- 
lustrated by some recent figures on 
frozen vegetables released by the 
U.S. Department of Agriculture. 


RAPID GROWTH RATE 


RAPID GROWTH RATE 











Per capita consumption of frozen 
vegetables rose from 6.6 pounds in 
the 1947-49 period to 15.2 pounds 
in 1957-59, an increase of 130 per 
cent. In the same periods, con- 
sumption of fresh vegetables de- 
clined 15 per cent. 

Processors of frozen vegetables 
have plenty of growth potential 
since frozen vegetables still com- 
prise only approximately 7% per 
cent of all vegetables consumed. ® 











Summer Cycle Menu 
for the South-Southwest 











f bere 21-pay selective summer 
cycle menu and market orders 
for perishables are designed for 
hospitals in the South-Southwest. 
These menus, which may be used 
during June, July and August, fea- 
ture foods popular in the Southern 
and Southwestern section of the 
United States. 

The menus in this issue are the 
second in a four-part series of 
summer cycle menus published in 
this Journal. Summer cycle menus 
for the Midwest were included in 
the April 1 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The summer 
menus for hospitals in the East and 
North-Northwest will be published 
in the May 1 and 16 issues, respec- 
tively. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
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Two cereals and two fruits are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 

The spring cycle menus, published 
in the January and February issues of 
this Journal, may be used during April. 
The Midwest and South-Southwest 
cycle menus were included in the 
January 1 and 16 issues, respectively. 
The February 1 and 16 issues featured 
cycle menus for the East and North- 
Northwest, respectively. 





The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 


can be served on both the full and 
soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. 

The standard is available upon 
request from the Association, 840 
N. Lake Shore Dr., Chicago 11, Il. 


HOSPITALS, J.A.H.A. 





Ist WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU —prepared by Mrs. Eloise M. Van Horn, chief dietitian, 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) Chesapeake and Ohio Railway Hospital, Huntington, W. Va. 


breakfast noon night 








oe Wedges (F) Chilled Fruit Punch Tomato Soup with Crackers 
or Chilled Grape Broiled Minute Steak—Vegetable Gravy (FS) or Vegetable Salad Bow! Roast Leg of Lamb (S) or Spaghetti with Italian Meat Sauce (F) 
Juice (S) with Cheese and Ham Sticks—Chef’s Dressing Buttered Cut Asparagus (FS) 
Hot Creamed Rice Cereal; Whipped Potatoes (FS) Creamed Diced Potato (S) or Turnip Greens, Lemon 
or Corn Flakes Corn on Cob or Beets in Orange Sauce (FS) Mixed Summer Salad Greens, Chef's Dressing or Minted Pear Salad 
Poached Egg on Toast Cucumbers in Sour Cream er Jellied Fruit Salad Bread Pudding—Rum Hard Sauce (S) or Fruit Cup—Lemon Sherbet 
Jelly Banana Pudding—Crumb Topping (S) or Burnt Sugar Cake (F) French Bread 





monday | 








Blueberries with Cream Jellied Consomme—Potato Chips | Chilled Blended Juice 
or Orange Juice (FS) Pork Cutlets in Tomato Sauce é) or Broiled Lamb Chops (S) Beef Stew with Vegetables (S) or Large Fruit Salad Plate with 
Cooked Wheat Cereal Escalloped Potato (FS) Cinnamon Toast (F) 
or Ready-to-Eat Bran | Steamed Cabbage Wedge or Buttered June Peas (FS) Chive Buttered New Potato (S) 
Cereal Jellied Gingerale Salad or Stuffed Celery Sticks Broccoli Spears—Lemon Butter (F) or Yellow Crookneck Squash 
Crisp Bacon—Pan Gravy | Strawberry Shortcake, Whipped Topping (F) or Chilled Mixed Fruit (S) Cottage Cheese Salad—Olive Ring or Head Lettuce—Chiffonade Dressing 
Hot Biscuits Fresh Pineapple Chunks—Wafer or Chocolate Chip-Vanilla Pudding (FS) 














Stewed Prunes with Tomato Juice—Lemon Slice ; 
pay Sections (F) Veal Paprika (FS) or Turkey-Bacon-Tomato Sandwich | Beef Biscuit Roll—Gravy (F) or Broiled Liver Patty (S) 
or Chilled Pineapple Baked Potato (FS) | Buttered Egg Noodles (S) 

Juice (S) Southern Green beans (FS) or French Fried Parsnips Julienne Carrots (FS) or French Fried Egg Plant (F) 

Oatmeal Lettuce Hearts—-French Dressing or Peach Half—Shredded American Mexican Cole Slaw or Cut Asparagus—Egg Wedges 
or Ready-to-Eat Rice Cheese Pear Half in Syrup (S) or Chocolate Brownie (F) 

Apple Crisp or Lime Sherbet (FS) 


ereal 
Soft Cooked Egg 
Cinnamon Toast 





Mixed Vegetable Juice | Frosted Blended Juice Beef Bouillon—Cracker 
or Apple Sauce (FS) Roast Chicken—Cream Gravy (FS) or Beef Pie with Biscuit Crust Bacon-wrapped Frankfurters (F) or Baked Macaroni and Cheese (S) 
Farina Parsley Buttered Potato (FS) Lyonnaise Summer Squash (F) or Leaf Spinach (FS) 
or Ready-to-Eat | Stewed Tomatoes or Yellow Wax Beans (FS) Deviled Egg on Endive or Citrus Salad on Lettuce 
Shredded Wheat Chef’s Salad— Russian Dressing or Pineapple Ring-Cranberry Sauce Cocoanut Custard Pie (F) or Fruit Gelatin, Whipped Topping (S) 
P 4 A | Fluffy Tapioca Cream (FS) or Fresh Freestone Peach 
weet Ro 





Grapefruit Sections Tomato Juice Vegetable Soup—Cracker 

or Fruit Punch (FS) Baked Smoked Ham—Horseradish Sauce or Broiled Jumbo Cod in Creamed Salmon and Peas on Toast (FS) or Large Cottage Cheese 
Cocoa-flavored Wheat Lemon Butter (FS) and Pineapple Salad—Crackers 

Cereal Boiled New Potatoes in Jackets (FS) | Whipped Potatoes (FS) 
or Corn Flakes Buttered Asparagus (FS) or Zucchini with Sour Cream Buttered Pascal Celery or Buttered New Beets and Greens (FS) 
Poached Egg Apricot Half—Cream Cheese or Chinese Celery—French Dressing Jellied Banana Salad or Red Kidney Bean Salad 
Raisin Toast | Lemon Chiffon Pie or Royal Anne Cherries (S) Mixed Fruit Ambrosia or Lime Sherbet 








Sliced Bananas (FS) | Chicken Consomme—Crackers Pineapple Juice 5 
or Cranberry Juice Meat Loaf—Vegetable gravy (S) or Ham Salad Bowl—Ritz Crackers (F) Baked Canadian Bacon or Chinese Omelet (FS) 
Rolled Wheat Cereal Buttered Peas and Carrots (S) Creamed Potatoes (FS) 
or Ready-to-Eat Southern Pinto Beans (F) or Leaf Spinach—Lemon (FS) Cut Green Beans (FS) or Cabbage Wedges—Celery seed Butter ; 
Sugared Wheat Cereal| Sliced Tomato—Green Onion or Stuffed Apricot Half Sliced Orange and Bing Cherries or Shredded Lettuce—Chopped Olives 
Cornmeal Mush with | Fruit Cup with Wafer (F) or Baked Custard (S) Raspberry Sherbet or Apple Pudding—Cinnamon Sauce (FS) 
Maple syrup 





Fresh Strawberries— Beef Consomme—Croutons Thai re 5 : Cream of Chicken Soup. —Crackers 
Cream (F) 





Oven Fried Chicken—Gravy (FS) or Veal Birds Tunafish-rice Casserole (S) or Florida Fruit Plate with Cottage Cheese (F) 
or Prune Juice—Orange | Candied Sweet Potato (FS) Creamed Carrot Rings (FS) or Leaf Spinach—Lemon Wedge 
Wedge (S) French Green Beans (S) er Fresh Cauliflower, Lemon Butter (F) Sliced Egg and Beet Salad (FS) or Crisp Relishes 
Oatmeal Sliced Cranberry Cubes on Lettuce or Mixed Fruit on Lettuce Baked Custard (FS) or Jello Cubes with Cream 
or Ready-to-Eat Rice Angel Cake (FSS or Pineapple Sherbet Hot Blueberry Muffin 
Cereal Parkerhouse Rolls 
Oven French Toast with 
Apple Jelly 
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(F)—Full Diet (S)—Soft Diet (FS) —Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 








BEEF FRESH FRUITS Potatoes, New 33 Ibs. 
Ground Beef U.S. Good, 5 Ib. pkg. 28 Ibs. Bananas Ripe 40 Ibs. Potatoes, White Bag No. 1 300 Ibs. 
Liver Steer, sliced 5 ibs. 20 | Blueberries 3 qt. Radishes Bunch 2 doz. 
Steaks, Cubed U.S. Choice, 4 oz. each 20 Ibs. 80 | Cherries, Bing 15 Ib. box 1 box Squash, Yellow 
Stew U.S. Good 15 Ibs. 60 | Lemons 1 doz. Crookneck 8 Ibs. 
Oranges 176s 20 doz. Squash, Summer 18 Ibs. 
—_ Peaches, Freestone 14 Ibs. Squash, Zucchini 6 Ibs. 
Chops, Loin U.S. Choice,60z.each 8 ibs. 20 Pineapple ial Box, 24s Y% box Tomatoes Repacked (5x6) 8 Ibs. 
Leg (B.R.T.) U.S. Good, yearling 7 Ibs. 20 . . eutneste Bunch 2 bunches 
PORK FRESH VEGETABLES FROZEN FRUITS 
Bacon. Canadian 5 ibs. 20 | Beets, bunched 20 bunches | Apples 8 Ib. can 20 Ibs. 
Bacon (Sliced) 24-26-1 Ib. 10 Ibs. Cabbage Bag 21 Ibs. Grapefruit Sections 8 Ib. can 1 can 
Ham (Pullman) Ready-to-eat 37 Ibs. 110 | Carrots Topped, bag 38 Ibs. Orange Juice Con., 32 oz. can 3 cans 
Steaks (Boneless) Grade A, 34 Ibs. 100 | Cauliflower Crate 12s 1 Strawberries Sliced, 8 Ib. can, 3 cans 
Celery Pascal, 30s 1 doz. 5-1 sugar 
VEAL Celery cabbage 4 heads FROZEN VEGETABLES 
Shoulder (Boneless) U.S. Good 40 Ibs. 120 | Corn on the cob Bag, 50s Y bag Asparagus Cuts, 2% Ib. pkg. 20 Ibs. 
FISH erg : ae © Beans, Green Cuts, 2% Ib. pkg. — Ibs. 
" " ggplan eggpian Beans, Green Julienne, 2% tb. pkg 2% Ibs. 
Cod Fillets, Canadian 20 Ibs. 80 Endive Curly 8 heads Seieacttibe Cuts, 2% tb. phe. 95 the 
POULTRY Lettuce Head, 48s 1 crate Broccoli Stems and buds 10 Ibs. 


iscerated) Grade A, 20-24 Ib. av. % frozen tky. | Onions, Dry Yellow, bag 50 Ibs. 2% Ib. phg. 
Seen ee ~ : Onions, Green Bunch 13 bunches Peas and carrots 2% Ib. pkg. 2% Ibs. 


Evi ted) Grade A, 2% Ib. av. 100 Ibs. 160 
ee Sree é “ Parsley Bunch 1 doz. Spinach Chopped, 27% Ibs. 


PREPARED MEATS Parsnips 5 Ibs. 2% Ib. pkg. 
Frankfurters 8- 1 Ib. 15 ibs. 60 | Potatoes, Sweet Hamper 50 Ibs. Turnip Greens 2% Ib. pkg. 2% Ibs. 


Ist week market order for perishables (per 50 beds) 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Mrs. Eloise M. Van Horn, chief dietitian, 
Chesapeake and Ohio Railway Hospital, Huntington, W. Va. 





friday 


| 


sunday 


2nd week moan order for perishables (per 50 beds) 





monday | 


thursday herent tuesday 
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(F)}—Full Diet 


| breakfast 


night 





Blue Plums 
or Orange Juice (FS) | 
Oatmeal | 
or Puffed Wheat 
Cereal 
Sweet Roll 


Chilled Consomme 

Baked Ham—Glazed Pear (F) or Creamed Turkey in Toast Cup (S) 
Escalloped Potato (FS) 

Leaf Spinach—Bacon Butter (S) or French Fried Egg Plant (F) 
Sliced Egg and Beet Salad or Lettuce Hearts—Chiffonade Dressing 
Gingerbread—Whipped Topping (F) or Elberta Peach Halves (S) 


Vegetable Juice 

Beef Biscuit Roll—Brown Gravy (FS) or Broiled Lamb Patty 
Baked Potato—butter 

Creamed Asparagus (FS) or Buttered Succotash 

Tomato Aspic with —- e Cheese (S) or Celery Sticks 
Bing Cherries in Syrup (S) or Black Walnut Ice Cream (F) 





Grapefruit Sections with | 
Pineapple (F) | 
or Prune Juice, Lemon 
Slice (S 
Cooked Rice Cereal 
or Ready-to-Eat Bran | 
Cereal 
Hard Cooked Egg 
Toasted English Muffin 


Chilled Tomato Juice—Pretzel 

Broiled Liver and Bacon (FS) or Large Salad of Peach and Cottage 
Cheese—Bran Muffin 

Oven-Browned Potato (S) 

French Fried Onion Rings (F) or Buttered Peas and Celery (FS) 

Jellied Citrus Sections or Shredded Carrot and Raisin Salad 

Blueberry Pie (F) or Chilled Apricot Halves (S) 


Cream of Celery Soup 

Breaded Pork Tenderloin, Gravy or ne Loaf—Tomato Sauce (FS) 
Tiny New Potato, Paprika Butter (FS 

Broccoli Spears, Mock Hollandaise ® or eee Apple Rings (S) 
Cheese Stuffed Plums or Cole Slaw with Green Pepper 

Fruit Cocktail with Sherbert or Frosted Yellow Cake (FS) 








Fresh | Peach 
or Tomato Juice (FS) 
Cooked Wheat Cereal | 
or Corn Flakes 
Crisp Bacon 
Cinnamon Toast 


Scotch Barley Broth 
Chicken Croquettes—Cream Sauce (F) or Baked Veal Cutlet— 

Brown Gravy (S) 
Mashed Potato (S) 
Green Beans Au Gratin (FS) or Sweet Corn on Cob | 
Tossed Summer Vegetable Salad—French Dressing or Jellied Mixed Fruit 
Lemon Tapioca Pudding (FS) or Strawberries and Sliced Bananas 


Sliced Cantaloupe 

Corned Beef Brisket Horseradish > (F) or Cheese Souffle’ (S) 
Potato Wedges—Parsley Butter (FS 

Southern Cabbage (F) or Buttered hiced Beets (S) 

Peach and Avocado Salad or Cucumbers in Sour Cream 

Lime Sherbet (S) or Frosted Green Grapes (F) 








Honey Dew Wedge (F) | 
or Apricot Nector (S) 
Southern Grits 
or Ready-to-Eat Rice 


Cereal | 
Soft Scrambled Eggs (S) 
With Chipped Ham (F)| 


Fruit Cup with Mint 

 ~ Lamb—Spiced Crab apple (FS) or Smoked Beef Tongue—Raisin 
auce 

Stuffed Potato (FS) 

Minted Carrot Rings (FS) or Mixed Southern Greens—Bacon Butter 

Head Lettuce—Olive garnish or Sea Foam Sala 

Rhubarb Pie (F) or Royal Anne Cherries (S) 


Cream of Onion Soup 

Ham Chunks in Butter Beans (F) or Creamed Chicken on Toast (S) 
Country Fried con ) 

Glazed Acorn Squash (S) or Leaf Spinach—Egg Rings (FS) 

Tossed Salad—Chef’s Dressing or Molded Cranberry -apple Salad 
Rice Pudding with Cream or Meringue Pears (FS) 

Hot Corn Muffins 





Orange Sections (F) 
or Apple Juice (S) 
Cooked Wheat Cereal 
or Ready-to-Eat Oat 
Cereal 
Oven French Toast— 
Maple Syrup 


Tomato Soup—Saltines 

Broiled Salmon—Lemon Butter (FS) or Roast Veal—Brown Gravy 
Baked Potato with Sour Cream and Chives (FS) 

New Beets in Seasoned Cream (FS) or Turnip Greens 

Sliced Tomato on Lettuce or Crushed deme on Endive 
Raspberry Sherbet (S) or Toasted Cocoanut Pudding (F) 


Citrus Fruit Cup—Avocado 

Shrimp Salad with Tomato Wedges—Saltines or Fluffy Omelet, (S) 
Tomato and Celery Sauce (F) 

Mashed Potato (FS) 

Buttered Peas and Mushrooms (FS) or Cauliflower Au Gratin 

Molded Vegetable Salad or Deviled Egg on Endive 

Watermelon or Coffee Chiffon Graham Cream Pie (FS) 








Stewed Prunes, Lemon | 
Slice | 
or Blended Juice (FS) 
Cocoa-flavored Wheat 
Cereal 
or Corn Flakes 
Poached Egg in Toast 
Cup 


Chilled Apple Juice 

Salisbury Steak—Gravy (F) or Creamed Sweetbreads (S) 
Buttered Rice (FS) 

Broccoli Spears (F) or Buttered Wax Beans (S) 

Spiced Crabapple Salad or Jellied Lime-Cottage Cheese Salad 
Fresh Fruit Cup—Wafer or Banana Ice Cream (FS) 


Potato and Leek Soup 

Roast Beef with ious Gravy (FS) or Toasted Pimento Cheese Sandwich 
Buttered Egg Noodles (FS) 

Mixed Summer Vegetables (F) or Buttered Cut me (S) 

Cole Slaw—Olive Ring Garnish or Peach and Prune Salad 

Cherry Short Cake with Topping (F) or Royal Ann Cherries in Syrup (S) 





Grapefruit Sections 
or Chilled Apple Juice 
Cooked Rice Cereal 
or Ready-to-Eat Wheat 
Cereal! 
Poached Egg on Rusk 


(S)—Soft Diet 


Item, Specifications, Amounts & No. of Servings 


Tomato Juice with Lemon 

Stewed Chicken with Gravy (FS) or Roast Beef—Mushroom Gravy 
Herb Dumplings (F) 

Glazed Cling Peach Half (S) or Southern Green Beans (FS) 
Stuffed Celery or Congealed Mixed Fruit 

Blueberry Pie (F) or Lime Sherbet (S) 

Buttercrust Roll 


(FS)}—Full and Soft Diet 


Cream of Asparagus Soup 

Lamb and Vegetable Pie or Ground Beef Patty with Bun (FS) 

French Fried Potatoes (F) 

Stewed Tomatoes (F) or Candied Carrot Wedges (S) 

Head Lettuce—Chopped Egg Garnish or Cinnamon Apple Slices on 
Endive (S) 

Melon Balls with Gingerale or Chiffon Cake (FS) 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 





BEEF 
U.S. Good 
U.S. Good, 5 Ib. pkg 
Steer, 


Brisket, Corned 
Ground Beef 
Liver 

| Round (Top, Boneless)U. S 

| Sweetbreads Fresh 
Tongue No. 1 


| 

| 

| 

Ground, Shoulder 
Leg (B.R.T.) 

| Stew 


Bacon (Sliced) 
Ham (Pullman) 
Tenderloin 


Cutlets 
| Leg (B.R.T.) 


| 
| Salmon 


Shrimp 26-28 
} 


LAMB 
U.S. Good 
U.S. Choice, yearling 
U.S. Good 


PORK 
24-26-1 Ib. 
Ready-to-eat 


| 
| 
VEAL 
U.S. Good, 4 oz. each 
U.S. Good 

FISH 
Red, steaks, 50z. each 25 Ibs. 


POULTRY 


20 ibs Fow! (Eviscerated) Grade A, 5 Ib. av. 
70 Ibs. 
20 Ibs. 
34 Ibs. 

5 Ibs. 


10 Ibs. 


sliced 
Good 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
Ripe 
Crate, 45s 
Seediess, 28 Ib. box 


Apples 
Avocado 
Bananas 
Cantaloupe 
Grapes, Green 
Lemons 
Melon, Honeydew 
Oranges 
Peaches 
Pears 
Strawberries 
Watermelon 


5 Ibs. 
27 Ibs. 


5 Ibs. Crate, 9s 


176s 


Box, 120s 
Quarts 
30-35 Ib. av. 


FRESH VEGETABLES 


8 Ibs. 
54 Ibs. 
5 Ibs. 


Beets 
5 Ibs. | Broccoli 
14 \bs. 40 | Cabbage 
| Carrots 
| Celery 
Corn on the cob 
40 | Cucumbers 


Bag 

Topped. bag 
Pascal, 30s 
Bag, 50s 

Ib. 8 Ibs. 


120 Ibs. 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 


| Eggplant 12 
Endive Curly 10 heads 
Lettuce Head, 48s 1 crate 

| Onions, Dry Yellow, bag 50 Ib. 
Parsley Bunch 1 doz. 

| Potatoes, New 20 Ibs. 

| Potatoes, White 300 Ibs. 

| Radishes 1 doz. 

| Squash, Acorn 8 squash 

| Tomatoes 8 Ibs. 


160 
\% frozen tky. 


5 Ibs. 
18 
22 Ibs. 
1 crate 
1 box 
1 doz. 
10 melons | 
14 doz. | Grapefruit Sections 
5 Ibs. Melon Balls 
Orange Juice 
3 qt. | Rhubarb 


; FROZEN VEGETABLES 
Asparagus Cuts, 2% Ib. Pkg. 
1 crate | Beans, Green Cuts, 2% Ib. pkg. 
24 bunches | Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 
42 Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 
60 Ibs. Spinach Chopped, 2% Ib. pkg. 12% Ibs. 
1 doz. Succotash 2% Ib. pkg. 2% Ibs. 
1 bag Turnip Greens 2% Ib. pkg. 10 Ibs. 
8 cukes Vegetables, Mixed 2% Ib. pkg. 10 Ibs. 


Bag No. 1 
Bunch 


Repacked (5x6) 


FROZEN FRUITS 
8 Ib. can 
8 Ib. can 
Con., 32 oz. can 
8 Ib. can, 5-1 sugar 


40 Ibs. 
8 Ibs. 
3 cans 
3 cans 


12% Ibs. 
30 Ibs. 
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3rd WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Mrs. Eloise M. Van Horn, chief dietitian, 
Chesapeake and Ohio Railway Hospital, Huntington, W. Va. 





breakfast 


night 





Sliced Banana — 
or Orange Juice (FS) 
Cooked Wheat Cereal 
or Puffed Rice 
Bacon Curls 
Raisin Toast 


Frosted Fruit Punch 

Stuffed Green a in Tomato Sauce 
or Baked Veal Steaks—Gravy (S) 

Mashed Potato (FS) 

Buttered Summer Squash (FS) or Brussels Sprouts 

Citrus Pinwheel Salad or Kidney Bean Salad 

Apple Brown Betty (FS) or Chilled Watermelon 


Cream of Pea Soup—Crackers 

Tender Beef Steak—Vegetable (FS) Gravy or Cheese Fondue—Tar? 
Fruit Sauce 

Diced Potato with Bacon Butter (FS) 

French Style Green Beans (FS) or Buttered Mixed Vegetables 

Tossed Salad—Russian Dressing or Crushed Pineapple and Fresh 
Strawberry Salad 

Blueberry Pie (F) or Fruit Ice with Wafer (S) 





Grapefruit Sections (F) 
or Mixed vegetable 
Juice (S) 
Cooked Rice Cereal 
or Corn Flakes 
Soft Cooked Egg on 
English Muffin 


Chicken-Vegetable very 

Baked Ham—Mustard Sauce (F) or Broiled Lamb Chop—WMint Jelly (S) 
Oven-browned Potato (FS 

Buttered Broccoli (F) or Glazed Carrot Rings (S) 

Tossed Summer Greens, Chef's Dressing or Gingerale Salad Mold 
Angel Cake—Fruit Topping (FS) or Apricot Halves 





Frosted Fruit Cup with Mint 

Porcupine Meat Balls (FS) or Cold Sliced Luncheon Meats 

Chilled Potato Salad (F) 

Buttered Sweet Peas (FS) or Buttered Turnip Wedges 

Head Lettuce with Bleu Cheese Dressing or Peach Stuffed with 
Peanut Butter (S) 

Vanilla Graham Cracker Pudding (S) or Fresh Blue Plums (F) 








Stewed Prunes—Orange 


ice 
or Blended Fruit 
Juice (FS) 
Cooked Wheat Cereal | 
or Ready-to-Eat Oat | 
Cereal 
Sweet Roll 


Frosted Cranberry Juice 

Turkey A la King on Chinese Noodles (FS) or Roast Pork with Sage 
Dressing 

Candied Yams (FS) 

Cinnamon Apple Sauce or New Beets in Orange Butter (FS) 

Crisp Celery & Radishes or Cottage Cheese Salad 

Peach Cobbler (F) or Bartlett Pear (S) 

Corn Muffin 


Cream of Mushroom Soup 

Braised Corned Beef Brisket with Horseradish Sauce (F) or Sauteed 
Chicken Livers on Toast (S) 

Buttered New Potatoes (FS) 

Steamed Cabbage (F) or Buttered Asparagus (S) 

Green Grapes, Pear and Pineapple on lettuce or Sweet Slaw 

Cottage Pudding with Strawberry Topping (F) or Mixed Fruit Cup (S) 





Cantaloupe Wedge 
or Chilled Fruit 
Punch (FS) 
Oatmeal 
or Ready-to-Eat Bran 


erea 
Poached Egg in Toast 
Cup 


Chilled Vichysoisse—Cracker 
Roast Beef with Gravy (FS) or Stuffed Tomato with Ham Salad—Cheese 


Cracker 
Baked Potato—Butter (FS) 
Wax Beans O’Brien (S) or Cauliflower Au Gratin (F) 
Romaine Hearts—Chiffonade Dressing or Jellied Banana 
Chocolate Marshmallow Pudding (FS) or Fresh Pineapple Wedges 


Chilled Tomato Juice—Potato Chips 

Chicken Salad on Toast—Cheese Sauce (F) or Bacon Wrapped Lamb 
Patty (S) 

Diced Potato in Cream (S) 

Leaf Spinach (FS) or Chilled Spiced Crabapple 

Shredded Carrot and Raisin Salad or Pear with Cranberry Jelly 

Cherry Upside-Down Cake (F) or Pears in Syrup (S) 





friday | thursday | wednesday | tuesday | monday 


Sliced Peaches 
or Pineapple-Lime 
Juice (FS) 
Ready-to-Eat Cocoa- 


Blended Orange and Grapefruit Juice 

Baked Sole, Mornay (FS) or Spanish Rice with Beef 

Escalloped Potato (FS) 

Asparagus—Lemon Butter (S) or Steamed Cabbage (F) 
Pineapple-Cucumber in Lime Mold or Sliced Egg and Beet Salad 





flavored Cereal 
or Ready-to-Eat Rice 
Cereal 
Bacon Curls 
Cinnamon Toast 


Baked Custard (FS) or Crimson Rhubarb 





Cream of Celery Soup 

Beef-Noodle Casserole or Soft Scrambled Eggs with Mushrooms (FS) 
Whipped Potato-Cheese Topping (FS) 

Creamed June Peas (FS) or Stewed Apples 

Summer Salad Greens—Chopped Ham or Apricot and Prune Salad 
Butterscotch Cookies (FS) or Frosted Green Grapes 








saturday 


Orange Sections (FS) 
or Chilled Tomato 
Juice (S) 
Southern Grits 
or Ready-to-eat 


Fresh Vegetable Soup—Saltines 

Roast Veal with Gravy (S) or Hawaiian Chicken Salad (F) 
Stewed Tomato and Okra 

Julienne Carrots (S) or Sweet Corn on Cob (F) 
Banana-Peanut Butter Salad (S) or Stuffed Celery on Endive 





Sugared Wheat Cereal 


Soft Scrambled Egg (S) | 


with Brown Sausage 
Bits (F) 


Pound Cake with Caramel Sauce (FS) or Cantaloupe Wedge 





Peach Nectar with Lemon Slice 

Roast Beef een aie (FS) or Fruit Plate with Cottage Cheese 
Baked Potato with Butter (FS) 

Mixed Southern Greens (F) or Glazed Summer Squash (S) 

Deviled Egg on Endive or Cooked Vegetable Salad Mold 

Fruit Tapioca (FS) or Blue Plums 





sunday 





(F)—Full Diet 


Grapefruit Sections 
or Apricot Nectar (FS) 
Oatmeal 
or Ready-to-Eat 
Wheat Cereal 
Broiled French Toast 
with Raspberry Syrup 


(S}—Soft D: 





3rd week market order for perishables (per 50 beds) 





Melon-ball Cocktail 

= Chicken—Cream Gravy (FS) or Baked Ham Steaks—Glazed 
pric 

Whipped Orange Sweet Potato (FS) 

Buttered Broccoli Spears (F) or Sliced Beets in Lemon Butter (S) 

Cranberry Jelly on Endive or Lettuce Hearts—Russian Dressing 

Ice Cream Sundae (F) or Mixed Fruit Cup (S) 


| 
Crescent Roll 





iet (FS)—Full and Soft Diet 





Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


Bread, butter and a choice of beverages are to be included with each meal, 


Beef Noodle Soup 

Assorted Sandwich Plate with Spiced Fruit (F) or Baked Spaghetti 
with Cheese and Tomato (S) 

Potato Chips (F) 

Southern Green Beans (FS) or Creamed Cut Asparagus 

Tossed Salad—Garlic Dressing or Soft Fruit Salad on Lettuce (S) 

Cherry Bavarian Cream (F) or Freestone Peaches 








U.S 
U.S 
U.S 


Brisket, Corned 
Ground Beef 
Rump (Boneless) 
Steak, Swiss 


Chops, Loin 
6 


Ground, Shoulder U.S. 


PORK 
24-26-1 Ib. 


Bacon (Sliced) 
Ham (Pullman) 
Loin (Boneless) 
Sausage Links 


Rea 
Gra 


Shoulder (Boneless) 


Steaks, Cubed U.S 


FISH 
Frozen, fillets 
POULTRY 
Grade A, 5 Ib. av. 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 40 Ibs. 
Fryers (Eviscerated) Grade A, 2% Ib. av. 


Sole 


Fowl (Eviscerated) 


Livers, Chicken 1 Ib. 


PREPARED MEATS 


Luncheon meats, 
assorted 


U.S. Good, 4 0z. each 15 Ibs. 


LAMB 
U.S. Choice, 


12-1 Ib. 


VEAL 
U.S. Good 


FRESH FRUITS 
Ripe 
Crate, 45s 
Seediless, 70s 


BEEF 

. Good 20 Ibs. 
. Good, 5 Ib. pkg. 55 Ibs. 
. Good 47 Ibs. 


| 
60 | Bananas 

| Cantaloupe 
140 | Grapefruit 
60 | Grapes, Green 
Lemons 
Oranges 
Pineapple, Fresh 
Piums, Blue 
Strawberries 
Watermelon 


176s 

Box, 24s 

Basket (5x5) 

Quarts 

30-35 Ib. av. 
FRESH VEGETABLES 

Bunch 


8 ibs. 20 
oz. each 


. Good 5 ibs. 20 


10 Ibs. 

54 Ibs. 160 

14Ibs. 40 
5 lbs. 30 


dy-to-eat 

de A, 10-12 Ibs. Beets 

Broccoli 
Cabbage 

40 | Carrots 

Celery 

Corn on the cob 
Cucumbers 
Endive 

Lettuce 

Mixed Greens 
Okra 

Onions, Dry 
Parsley 
Potatoes, Sweet 
Potatoes, New 
Potatoes, White 


Bag 
Topped, bag 
Pascal, 30s 
Bag, 50s 


14 Ibs. 


.Good,40z. each 5lbs. 20 


20 Ibs. 80 Curly 
Head, 48s 


110 tbs. 





Yellow, bag 
Bunch 
Hamper 


50 Ibs. 
. pkg. 5 Ibs. 


3 lbs. 20 
Bag No. 1 


Seedless, 28 Ib. box 


1 doz. 
12 heads 
30 Ibs. 

4 Ibs. 

8 Ibs. 


| Radishes Bunch 
Romaine 

| Squash, Summer 
Tomatoes 

| Turnips, Yellow 


44 Ibs. 
1 crate 
13 grapefruit 
10 Ibs. 
1 doz. 
10 doz. 
8 pineapples 


Repacked (5x6) 


FROZEN FRUITS 

8 ib. can 

Con., 32 oz. can 

8 Ib. can 

8 Ib. can 

Con., 32 oz. can 

Sliced, 8 Ib. can, 

5-1 sugar 
8 Ib. can, 5-1 sugar 
Sliced, 8 Ib. can, 
5-1 sugar 

FROZEN VEGETABLES 
Cuts, 2% Ib. pkg. 10 Ibs. 
Cuts, 2% Ib. pkg. 10 Ibs. 
Julienne, 2% Ib. pkg. 10 Ibs. 
Cuts, 2% Ib. pkg. 2% Ibs. 
Stems and buds 15 Ibs. 

2% Ib. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. pkg. 15 Ibs. 
2% Ib. pkg. 10 Ibs. 
Chopped, 2% Ib. Pkg. 10 Ibs. 
2% Ib. Pkg. 5 Ibs. 


3 cans 
2 cans 
3 cans 
3 cans 
4 cans 
1 can 


Apples 
| Grapefruit Juice 
: sa Grapefruit Sections 
1 ; | Melon Balls 
| Orange Juice 
Peaches 
27 bunches 
14 bunches 
56 Ibs. 
21 Ibs. 
1 doz. 
2 bags 
8 cukes 
20 heads 
1 crate 
1 bu. 
6 Ibs. 
50 Ibs. 
1 doz. 
50 Ibs. 
20 Ibs. 
300 Ibs. 


2 cans 
1 can 


| Rhubarb 
Strawberries 


Asparagus 
Beans, Green 
Beans, Green 
Beans, Wax 
Broccoli 
| 


| Brussels Sprouts 2% Ibs. 

| Cauliflower 

| Greens, Mixed 
Spinach 
Vegetables, Mixed 
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fensonnel changes 


®@ David Babnew Jr., has been appointed superintendent 
of hospitals for the city of Tampa, Fla. He was for- 
merly administrator of the Northampton-Accomack 
Memorial Hospital, Nassawadox, Va. Mr. Babnew is 
a graduate of the University of Pennsylvania and a 
member of the American College of Hospital Admin- 
istrators. 


@ Roy R. Creech has accepted the position of assistant 
administrator of Cleveland Memorial Hospital, Shelby, 
N.C. He was formerly assistant to the administrator at 
Mission Memorial Hospital, Asheville, N.C. 


@ Don Fleming is the new administrator of Alhambra 
(Calif.) Community Hospital, succeeding Paul E. Lips- 
comb, who resigned at the end of last year. Mr. Flem- 
ing, who has been assistant administrator at Alham- 
bra Community Hospital since June 1960, received 
his master’s degree in hospital administration at the 
University of California, Berkeley. He served his 
administrative residency at California Hospital, Los 
Angeles. 


@ Armin F. Funke has been appointed assistant adminis- 
trator and procurement officer at the Huntington 
Memorial Hospital, Pasadena, Calif. He has been 
administration consultant at the City of Hope National 
Medical Center, and was an administrative resident 
at the California Hospital, Los Angeles. He is a 





Prevent Dangerous 
Contamination 

of Your 

Sanitary 
Water System 


Water main breaks occur daily in 
your city. These breaks, which may 
be unknown to you, cause serious 
water pressure failures. During a 
failure, leakage or opening of fau- 
cets can result in back flow of 
contaminated fluids into sanitary 
water supply piping. 


AMCOR VACUUM BREAKERS 
SAFEGUARD YOUR WATER SUPPLY 
Easily installed on hose threaded faucets and bibs e 
Operates in temperatures up to +212°F e For 
outdoor and indoor use in laundries, dishwashers, 
lawn sprinklers, etc. 


VACUUM BREAKERS ARE REQUIRED BY LAW IN MOST STATES 
FLUID DEVICES, INC. 


2335 GOODRICH ST. ° FERNDALE 20, MICHIGAN 


Please send me complete information and prices on the AMCOR 
Vacuum Breaker. 














THE COMPLETE |. 


graduate of the program in hospital administration 
at Yale University. 


@ Robert J. Ryan has been named assistant manager at 
the Veterans Administration Hospital, Canandaigua, 
N.Y. He was previously assistant manager at VA 
Center, Clinton, Iowa. 


@ Jack L. Samuels has been named assistant director of 
Mount Sinai Hospital, Milwaukee, Wis. He is a gradu- 
ate of Northwestern University, where he also earned 
his master’s degree in hospital administration. Mr. 
Samuels served his residency at Mount Sinai Hospital 
and has been administrative assistant there since 1959. 


@ Martin G. Wade has been appointed administrator of 
the John McDonald Hospital, Monticello, Iowa. Im- 
mediately prior to his appointment Mr. Wade taught 
science and Spanish at Maquoketa (Iowa) Community 
Junior High School. He has held a variety of educa- 
tional and administrative positions, including that of 
administrator of the British American Hospital, Lima, 
Peru. 


@ P. David Youngdahl has been appointed administrator 
of Frederick (Md.) Memorial Hospital. He replaces 
Ethel Northam, R.N., who retired after 15 years as 
director of the hospital. Mr. Youngdahl has a master’s 
degree in hospital administration from the University 
of Minnesota and more recently was connected with 
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PACKAGE FOR 


HANDLING THE — 


DECEASED 


SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 

For further information and samples, contact your SHROUD- 
PAC distributor. (See below). ‘ 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC — 
Size) © CHIN STRAP e THREE UNIFORM 
IDENT. TAGS e TWO CELLULOSE PADS — 
© FIVE TIES. ss 
Each SHROUDPAC comes in a poly- 4 
ethylene bag designed to hold the | 
personal belongings of the deceased. _ 


PATTON HALL, Inc. Ziicaco 3y,"nuNols 


Featured by these Leading Hospital Supply Distributors throughout the United 
States and Canada: A. 8. Aloe Co.—E. F. Mahady Co.—Will Ross, Inc—Physi- 
cians & Hospitals Supply Co., Inc.—ingram & Bell Ltd. (Canada)—American 
Hospital Supply Corp.—Meinecke & Co., Ine. 
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James A. Hamilton Associates, Hospital Consultants, 
Minneapolis. 


Deaths 


Elmer Hess, M.D., 71, past president of the American 
Medical Association in 1955-56 and well-known 
urologist, died March 30 in Erie, 
Pa. 

Dr. Hess was a member of the 
AMA’s House of Delegates for 
more than eight years and joined 
its Council on Medical Services in 
1947, serving as its chairman from 
1952-54. He was widely credited 
with the report on hospital-physi- 
cian relationships—the “Hess Re- 
port.” Dr. Hess once said that the 
report “is support of the principle 
that good men can always work 
out a solution to their mutual problems by talking 
them across a conference table.” 

In 1953 Dr. Hess accompanied Maj. Gen. George E. 
Armstrong, surgeon general of the U.S. Army, on a 
tour of Army medical installations in the Far East 
as civilian observer and consultant. 

Dr. Hess received his M.D. from the University 
of Pennsylvania in 1911, and did graduate work at 
Johns Hopkins University and abroad. He served in 
the Army Medical Corps in World War I. In the 
1930’s he founded the urological clinic that bears his 
name, and since 1941 he had served as chief of staff 
at St. Vincent’s Hospital, Erie, Pa. 

Dr. Hess was a former president of the Pennsyl- 
vania State Medical Society and the American Uro- 
logical Association. He was a trustee of the Pan- 
American Medical Association and president of its 
urological section, a member of the Pennsylvania 
State Board of Medical Education and Licensure, the 
World Medical Association and a fellow of the Ameri- 
can College of Surgeons. 


DR. HESS 


Robert T. Sherman, 62, general counsel of the Ameri- 
can Hospital Association and president of the Blue 
Cross Plan for Hospital Care, died March 16 in 
Evanston, III. 

Mr. Sherman was active in the formation of the 
Blue Cross service in 1936 and was named president 
in 1939. He was a partner in the law firm of Miller, 
Gorham, Wescott and Adams in Chicago, and a 
member of the Chicago Bar Association. In 1952 Mr. 
Sherman was made a citizen fellow of the Institute 
of Medicine, an honor bestowed on individuals who 
are not physicians but who have made an outstanding 
contribution to the field of medicine. 


Edith M. Safford, 80, superintendent of the old Pitts- 
field Anti-Tuberculosis Hospital in West Pittsfield, 
Mass., for 30 years until her retirement in 1952, died 
March 11 in Easton, N.Y. 

A graduate of the House of Mercy Hospital (now 
Pittsfield General) School of Nursing, she served as 
supervisor there until joining the tuberculosis hos- 
pital staff in 1922. For 10 years she was in charge of 
the Coolidge Memorial Hospital, and in 1932 became 
superintendent of the main hospital. 
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NEW 
basy wheelig 


FOR ALL KINDS OF VACUUM CLEANING JOBS! 


a BIO 


QUIK- VAC 


4 


€ ©@ 


y 


EASY TO HANDLE—Sturdy, tubular steel handle pro- 
vides a new kind of handling ease.On-off switch conven- 
iently located. 

HANDY ATTACHMENT CARRIER— Roomy, functional. 
Holds all necessary cleaning attachments and acces- 
sories. 

BIG 8 INCH WHEELS— Here’s easy wheeling over rough 
floors, walks up and down stairs. 


Triple Protection—Three sub- provides super-suction for 
stantial bumpers provide fast, thorough cleaning. 


maximum protection against Extra Large Dirt Capacity—Use 
damage to furniture and the cleaner longer before dirt 
woodwork. disposal. 

Powerful Suction—Oversize, 

specially designed motor with Swivel Top—For easy, round 
two-stage centrifugal fans the room cleaning. 


TRIPLE FILTER ACTION 


A disposable dust- 
bag of specially 
prepared filter 
paper. 


A secondary filter 
bag of scientifically 
processed cloth. 


A final chamber 
mounted filter —- 
mits only th 

oughly caneet | ait 
to leave the cleaner. 


ASK FOR NEW BULLETIN 





Industrial Products Division 


SINCE 1910 | CLEMENTS MFG. CO. 
6630 South Narragansett Ave. 
Chieage 38, IIlinois 
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Health Actions Reflect Quickened Pace 


Congress’ traditional Easter recess gives time for 
a three-month assessment of the 1961 session. The 
House adjourned on March 30 until April 10. The 
Senate scheduled only two token sessions during 
Easter week. Senate Democratic leader Mike Mans- 
field (Wyo.) reported he was “reasonably satisfied” 
with the legislators’ work to date. In the health field, 
some definite actions had been taken. Hospital 
workers were clearly out of minimum wage proposals 
this year. President John F. Kennedy’s request for 
more funds for the housing-for-the-elderly loan pro- 
gram had been incorporated into bill form. Legisla- 
tion for extension of the practical nurse training pro- 
gram was approaching passage. The House health 
subcommittee, concerned about various press reports 
on the comparative effectiveness of the oral versus 
injected polio vaccines, held special hearings to get 
the facts on the record. 

There was other significant health news coming out 


of Washington. By administrative action, the Housing 
and Home Finance Agency removed the $750,000 ceil- 
ing on loans to hospitals for housing for student 
nurses and interns—a move which had been favored 
by the American Hospital Association. The doctor 
draft was now a reality—the first such draft in four 
years. 

On March 27, the Defense Department notified 
Selective Service offices throughout the country that 
250 doctors would have to be drafted. All would serve 
in the Air Force. Selective Service officials were asked 
to concentrate on interns for general medical duty, as 
there is an adequate number of the more highly 
trained residents. The 250 request marked a sizeable 
decrease from the 650 shortage estimated several 
months ago. 

The removal of the $750,000 loan ceiling on hos- 
pital housing projects was seen as benefiting larger 
institutions. The announcement of the action said: 





So you think 
you know 
all about 


FUND RAISING? 


Our special booklet, “Partners in Prog- 
ress’, is available for the asking. Raising money is an art, 
especially in today’s involved economy. National's expert 
fund-raising service excels in successful experience and 
“know how”. Dedication to the client's interests is the key 
note to National's continued success. 


Get your informotive booklet on fund-raising today. No obli- 
gation, of course. 


Gentlemen: Please send Free Copy of your booklet, f 


“Partners in Progress.’ 6 
Name 


Hospital 
Address 








82 Wall St., New York © 600 S. Michigan, Chicago * 1001 
Ru:s Building, Son Francisco © 1616 Fulton National Bank 
Bidg., Atlonta © 208 Ridglea Stote Bonk Bidg., Fort Worth 
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SIDE-CUTTING 
PLIERS for cutting surgical wires and pins 


Note that the cutters are on the 
outside. Wire to be cut may be 
reached with entire freedom 
from interference. When open- 
ing and closing, the jaws re- 
main parallel. Round objects 
may be gripped and held se- 
curely without fear of slipping. 


This plier is made in England 
of high grade, tempered steel 
and chrome plated to with- 
stand rust. Overall length, 5’’. 
Ask your surgical supply house : 

for Berbecker Side-Cutting {0 ¢atily seal. the split, bead 


i lets. Parallel jaws prevent 
Plier No. 505. the bead from slipping. 


BERBECKER SURGEONS’ NEEDLES 


Made in England for the Surgeons and Hospitals of America 


BABY BEAD 
‘*CRUSHER’’ 


High leverage enables nurse 


E. 26th ST., NEW YORK 10 
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JULIUS BERBECKER & SONS, INC., 15L 





“The previous limitation actually prevented use of 
the program by some of the larger hospital schools of 
nursing. While the limitation had little effect on 
smaller nursing schools enrolling less than 250 stu- 
dents, it handicapped the larger nursing schools with 
enrollment running up to 750 student nurses.” 


New Senate Minimum Wage Bill 
Eliminates Hospital Workers 


Coverage of hospital workers in proposed 1961 
minimum wage laws was eliminated as a point of 
difference between Senate and House when Sen. Pat 
McNamara (D-Mich.) introduced a revised Adminis- 
tration bill on March 28 (S.1457). The original draft, 
although excluding all nonprofit hospitals, had pro- 
posed coverage for workers in proprietary hospitals 
with an annual gross volume of $1 million or more. 
The new McNamara bill specifies exemption of all 
hospitals, thereby matching on this point the measure 
(H.R.3935) passed several days earlier by the House. 
The minimum wage legislation is one of the key con- 
troversial measures before Congress, with the battle 
centering on extent of coverage and increases to $1.15 
or to $1.25 an hour. The Senate has scheduled con- 
sideration of its bill beginning April 12 or 13. 


Other Congress Health Actions Listed 


The Kennedy Administration’s housing bill (S.1478) 
was introduced by Sen. John Sparkman (D-Ala.) on 
March 29. In line with the President’s requests, it 
proposes a $50 million increase in authorization for 
direct loans for housing for the elderly. In addition, 
the bill asks that public bodies be made eligible for 
loans in addition to the private nonprofit groups 
under the present law. The Sparkman measure also 
asks for upward adjustments in public housing for 
the elderly, including up to $120 per year additional 
federal payment where needed for units occupied by 
senior citizens. 

Extension of the practical nurse training program 
has been cleared by the House Education and Labor 
Committee and is pending on the House calendar. The 
House bill (H.R.4104) sponsored by Rep. Robert 
Giaimo (D-Conn.), is similar in content to the Sen- 
ate-passed bill (S.278) introduced by Sen. Lister Hill 
(D-Ala.). The proposed legislation would extend 
the program for four years. 

The House health subcommittee, of which Rep. 
Kenneth Roberts (D-Ala.) is chairman, held the 
polio vaccine hearings during the latter part of March. 
Both Jonas Salk, M.D., developer of the “killed virus” 
injection vaccine, and Albert Sabin, M.D., discoverer 
of the oral vaccine, agreed that the vaccine campaign 
must continue. Dr. Salk stated the injection vaccine 
was effectively fighting polio epidemics. Dr. Sabin, 
who wants community-wide use of the oral vaccine 
for maximum effectiveness, pointed out it is being 
successfully used in the Soviet Union. It may be 
used there, he said, as a weapon in the cold war. 
Luther L. Terry, M.D., Surgeon General of the Public 
Health Service, testified that “in about six months, 
we expect to process applications for licenses to pro- 
duce the (oral) vaccine.” 
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Busy traffic areas! 


nie be 


Now...clean and polish floors in one 
operation with this new 3M System 


SAVE TIME and labor on floor care with this new spray 
method using “SCOTCH-BRITE” BRAND Floor Maintenance 
Pads. To prepare floor, sweep or dustmop area to be 
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Report Defines Mental Health Challenges 


—No state mental hospitals of more than 1000 beds should be built in the 


future. 


—Not one patient should be added to any existing mental hospital of 


more than 1000 beds. 


—No community general hospital should be considered complete unless 
it provides a psychiatric unit for short-term hospitalization of mental 


patients. 

These are three of many recom- 
mendations for improving the na- 
tion’s mental health care standards 
appearing in Action for Mental 
Health, the comprehensive final re- 
port of the Joint Commission on 
Mental Illness and Health, issued 
March 24. 

The report is the result of the 
Mental Health Study Act of 1955, 
which directed the Joint Commis- 
sion on Mental Illness and Health, 
under grants administered by the 
National Institute of Mental Health, 
to analyze and evaluate the needs 
and resources of the mentally ill 
people of America and to make 
recommendations for the national 
mental health program. 

Among the other final recom- 
mendations made by the commis- 
sion are the following: 

@ Policy—In general, psychiatry 
and the allied mental health pro- 
fessions should adopt and practice 
a broad, liberal philosophy of what 
constitutes and who can do treat- 
ment within the framework of 
their hospitals, clinics and other 
professional service agencies. 

@® Recruitment and Training—The 
mental health professions need to 
launch a national manpower re- 
cruitment and training program, 
expanding present efforts and 
seeking to stimulate the interest 
of American youth. 

@ Services to Mentally Troubled Peo- 
ple—Persons who are emotionally 
disturbed should have skilled at- 
tention and helpful counseling 
available to them in their com- 
munity if the development of more 
serious mental breakdowns is to be 
prevented. 

@ immediate Care of Acutely Dis- 
turbed Mental Patients—Immediate 
professional attention should be 
provided in the community for 
persons at the onset of acutely dis- 
turbed behavior. Pilot programs in 
existence should be expanded. 
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@ Intensive Treatment of Acutely Ill 
Mental Patients—A national mental 
health program should recognize 
that major mental illness is the 
core problem of the mental health 
movement, and that the intensive 
treatment of those with critical and 
prolonged breakdowns should have 
first call on fully trained members 
of the mental health professions. 
There is a need for expansion in all 
directions, via community mental 
health clinics, general hospital 
psychiatric units and intensive psy- 
chiatric treatment centers. 

@ After-Care, Intermediate Care and 
Rehabilitation Services—To enable the 
patient to maintain himself in the 
community in a normal manner, 
he must be saved from the de- 
bilitating effects of institutional- 
ization as much as possible, re- 
turned to home and community life 
as soon as possible and thereafter, 
maintained in the community as 
long as possible. 

The report recalls that attempts 
to provide more humane care for 
the mentally ill and to transform 
“insane asylums” into hospitals 
and clinics for the purpose of 
healing the mentally ill have oc- 
curred periodically during the last 
two centuries. Each step forward, 
however, has been “quickly fol- 
lowed by backsliding.” The report 
points to the “curious blindness” 
of the public as a whole, and even 
of psychiatry itself, to what would 
be required to fulfill the well 
publicized demand that millions of 
mentally ill shall have sufficient 
help. 

In arriving at its final recom- 
mendations and a workable for- 
mula for improving the status of 
mental health care, the commission 
covers a wide range of problems 
within the realm of mental health 
care, and disproves many miscon- 
ceptions which commonly exist 
about the mentally ill. The report 


states that the first question in ap- 
praising where we stand and where 
we should go is: “Why have our 
efforts to provide effective treat- 
ment for the mentally ill lagged 
behind our objective, behind pub- 
lic demand and behind attacks on 
other health problems?” 

In attempting to answer this 
question the commission states 
that there are two ways of meas- 
uring our progress: one, from the 
standpoint of how far we have 
come, and the other, form the 
standpoint of how far we have yet 
to go. The commission uncovered 
many pertinent facts which re- 
flected a lag, some of which are: 

@ Despite new methods of treat- 
ment, only 20 per cent of the 277 
state mental hospitals have parti- 
cipated in innovations designed to 
make them therapeutic, rather than 
custodial, institutions. 

@ Despite the fact that mental 
illness is regarded as America’s 
foremost health problem, it ranked 
fourth in the interests (dollars 
spent) of the National Institute of 
Health in 1950. 

@ Despite the great amount of 
attention given to mental health in 
the press in recent years, it ranked 
after tuberculosis, cancer, heart 
disease, crippled children, cerebral 
palsy and muscular distrophy in 
public appeal. 

@ Despite increased amounts of 
money spent for mental health 
only $4.44 per patient per day is 
spent on mental patients in con- 
trast to $31.16 for patients in com- 
munity general hospitals. 

In the area of finances, the report 
stresses that science and education 
should operate to profit everyone, 
but must have adequate support, 
whether public or private, from 
society in order to do so. Among 
recommendations designed to help 
achieve this are: 

1. A larger proportion of funds 
for mental health research should 
be invested in basic research as 
contrasted with applied research. 

2. Congress and state legislatures 
should increasingly favor long- 
term research over short-term 
projects. 


HOSPITALS, J.A.H.A. 





3. Support of scientific and edu- 
cational institutions in the field of 
mental health should be expanded. 

4. The federal government should 
support the establishment of men- 
tal health research centers oper- 
ated in collaboration with educa- 
tional institutions and _ training 
centers. 

Action for Mental Health points 
out that the lag in treating the 
mentally ill is particularly re- 
flected in the continued existence 
of custodial care hospitals. It em- 
phasizes the importance of a secure 
relationship between the patient 
and the helping person, rather than 
the pattern of social rejection that 
is so prevelant. These newer thera- 
peutic concepts of treatment are 
relatively rare and unevenly dis- 
tributed, with a large majority of 
state hospitals remaining custodial 
and punitive in their approach, 
the report observes. 

The report proposes that in order 
to make state mental hospitals 
truly hospitals, three principles 
should be followed: 

1. Federal government should 
share in the costs of services to the 


mentally ill along with state and 
local governments. 

2. The total federal share should 
be arrived at in a series of gradu- 
ated steps over a period of years, 
the share being determined each 
year on the basis of state funds 
spent in a previous year. 

3. Grants should be awarded ac- 
cording to criteria of merit and in- 
centive to be formulated by an 
expert advisory committee ap- 
pointed by the National Institute 
of Mental Health. 

According to the commission, 
this proposal is the first in Ameri- 
can history that attempts to en- 
compass the total problem of public 
support of mental health services 
to make minimum standards of 
adequate care financially possible. 

In conclusion, the commission 
states that “any national program 
against mental illness adopted by 
Congress and the states must be 
scaled to the size of the problem, 
imaginative in the course it pur- 
sues and energetic in overcoming 
both psychological and economic 
resistances to progress in this 
direction.” a 





Hospital Council of Southern California 
Adopts Principles for Regional Planning 


“Principles for Planning Hospital Service,” a set of principles de- 
signed as guide lines for a coordinated community hospital service, has 
been adopted by the board of directors of the Hospital Council of South- 


ern California. 


As stated in the foreword, the Principles for Planning “provide the 


framework within which complete, 
comprehensive community hospital 
service can be planned and devel- 
oped. The key to successful coordi- 
nated planning is implementation 
of principles that are both accept- 
able to the individual hospital— 
regardless of size or type of own- 
ership—and consistent with the 
needs of the metropolitan area.” 

The Principles for Planning are 
an outgrowth of a study and rec- 
ommendations made by the Hospi- 
tal Council’s Research Planning 
Committee which recognized the 
haphazard growth of hospitals in 
Southern California and the need 
for a regional plan. They pro- 
vide a basis for forming voluntary 
agencies which must actually con- 
sider the hospital needs of the 
metropolitan area, advise in the 
development of the regional plan 
and coordinate planning activities 
with official government agencies. 
The four major areas covered by 
the Principles for Planning are: 

1. The hospital purpose—As a 
key institution in the voluntary 
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health system, the general hospital 
recognizes the public nature of its 
services and its responsibility as a 
community service to care for the 
sick and injured regardless of race, 
creed or color. Other responsibili- 
ties include insuring that patient 
care services can be extended out- 
side of the hospitals and into the 
community, and acknowledging its 
community responsibility in the 
fields of related education and re- 
search. 

2. Responsibility to plan accord- 
ing to need—The hospitals sub- 
scribe to community planning as a 
means of keeping pace with chang- 
ing medical, social and economic 
patterns. Such planning insures a 
well organized program providing 
efficient, economical and high- 
quality services tailored to the 
community needs. 

3. Coordination of individual 
hospital plans with over-all com- 
munity planning—Subordina- 
tion of individual hospital interests 
to community needs is necessary 


for the planning and utilization of 
facilities on an over-all commun- 
nity basis. The hospital recognizes 
that facilities and services should 
be either established or expanded 
solely in terms of community need 
and agrees to evaluate construc- 
tion plans in this light. 

4. Cooperation between hospitals 
and between areas of the metro- 
politan region—The hospital recog- 
nizes that achievement of commu- 
nity planning objectives requires 
the combined and most appropri- 
ate action of hospitals, medical 
professions and voluntary and of- 
fical health agencies. Finally, it 
acknowledges its responsibility to 
promote public understanding of 
hospital planning, construction, fi- 
nancing and fiscal affairs. a 


APA Report Analyzes 
Mental Hospital Spending 


Annual expenditures made by 
long-term public mental institu- 
tions totaled $1.26 billion in 1959 
for such principal items as person- 
nel, medical supplies, drugs, furni- 
ture and clothing. 

This figure is based on reports 
from 311 institutions which were 
used by the Mental Hospital Serv- 
ices of the American Psychiatric 
Association in compiling its recent 
“Report on Annual Expenditures 
Made by Public Mental Hospitals 
and Institutions for the Retarded.” 
These institutions (state mental 
hospitals, state institutions for the 
mentally retarded and the 41 VA 
neuropsychiatric hospitals in the 
country) comprise 92.2 per cent of 
a total of 334 institutions, and 95.3 
per cent of total beds. 

In general, the report points out, 
long-term public mental institu- 
tions spent approximately 73 per 
cent of their total expenditures for 
personnel. The Veterans Adminis- 
tration, however, spent 82 per cent 
for this item. Although more than 
$14 million was spent annually for 
tranquilizing drugs, this amount 
represented less than 1.5 per cent 
of the total annual expenditures. 
The smallest percentage ($3 mil- 
lion or .2 per cent) went for medi- 
cal and surgical equipment. 

A state-by-state breakdown of 
annual expenditures for principal 
items by state mental hospitals 
shows that the leading states are 
New York, California, Illinois, 
Pennsylvania, Michigan and Ohio. 
New York, with a total of 17 insti- 
tutions reporting, spends approxi- 
mately $135.4 million annually. 
California and Illinois, spending 
$71.3 million and $57.3 million re- 
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spectively, are second and third. 
In a similar breakdown for institu- 
tions for the mentally retarded, 
New York leads again with $40.4 
million, followed by California 
($25.1 million) and Michigan 
($15.4 million). 

In the area of capital expendi- 
tures, approximately $139 million 
was spent in 1959. Of this total, 
$93.4 million was spent by 174 
mental hospitals, $37 million by 87 
institutions for the mentally re- 
tarded and $8.6 million by the 


41 VA neuropsychiatric hospitals. 
These figures represent, for the 
most part, money actually spent 
for new buildings, major altera- 
tions and large equipment. Figures 
show that the 291 institutions 
which reported on this item plan 
to spend a total of $562.2 million 
in the next five years. Breaking 
this down, $337.9 million will be 
spent by 163 mental hospitals, 
$157.3 million by 87 institutions 
for the mentally retarded and 
$67.1 million by VA hospitals. ® 





State Legislatures Consider Proposals, 
Take Action to Implement Kerr-Mills 


Several states are currently involved in legislative proposals and ac- 
tions relative to the Kerr-Mills Bill (Social Security Amendments of 


1960, Public Law 86-778). 


Governor Nelson Rockefeller of New York has initiated legislative 
action necessary to pass his two-part program, which will cost $40 mil- 


lion, to expand medical care for 
the aged. The program would pro- 
vide coverage for the first time for 
92,000 persons, 65 years of age and 
older, who are medically indigent. 
In addition, the program would in- 
crease state and federal contribu- 
tions to localities now providing 





medical care under public welfare 
for aged persons, and would also 
make available some medical serv- 
ices now not rendered. The plan 
provides for both full and partial 
payment of physician, hospital and 
nursing home services. Early ap- 
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proval is expected of the entire 
program. 

The Kentucky program, consist- 
ing of Medical Assistance for the 
Aged (MAA) only, became ef- 
fective Jan. 1, 1961. Prior to this 
date, the Division of Medical Care, 
Department of Health, furnished 
hospital application forms and 
copies of the policies and pro- 
cedures of the program to all 
hospitals. The policies establish 
eligibility requirements for partici- 
pating hospitals, a basis for reim- 
bursement and conditions of reim- 
bursement. The total Kentucky 
appropriation was $925,000. 

In Georgia, a bill to implement 
a federal-state financed program 
of medical care for needy persons 
of more than 65 years of age was 
introduced during January. The 
bill, known as Senate Bill No. 32, 
has the backing of the state hospi- 
tal association, and is designed to 
utilize federal grants-in-aid, which 
would be administered at the state 
level. Federal funds would be 
available in a four-to-one ratio 
to match state funds, which is a 
strong inducement to Georgia leg- 
islators to pass the bill. The pro- 
gram will be administered under 
the guidance of an advisory coun- 
cil which will include representa- 
tives from the health care field. 

In Washington, the State De- 
partment of Public Assistance is 
asking the Federal Social Security 
Administration to approve the ex- 
isting state medical indigent pro- 
gram, as it pertains to persons 
more than 65 years of age, as the 
state’s MAA program. If approval 
is not given, the state legislature 
will have to enact an MAA pro- 
gram. Washington has approxi- 
mately 270,000 residents of more 
than 65 years of age, of which 50,- 
000 are receiving Old Age Assist- 
ance (OAA) benefits. 

Pennsylvania proposes to defer 
action to implement the Kerr-Mills 
Bill in that state. Gov. David L. 
Lawrence said, “As we all know, 
medical care for the aging is a 
matter of great concern and sharp 
dispute. In this case, we will not 
propose legislation until we have a 
clear signal from the federal gov- 
ernment.” This would appear to 
rule out for the moment any im- 
plementing activity in Pennsyl- 
vania. 

Nevertheless, according to the 
Council on Government Relations 
of the Hospital Association of 
Pennsylvania, the hospital associa- 
tion and the state medical society, 
will continue to press for imple- 
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mentation of the Kerr-Mills pro- 
gram in Pennsylvania. Through 
Kerr-Mills the: state could trans- 
fer approximately $5 million from 
hospital state-aid and place itself 
in a position to obtain an addi- 
tional $5 million from the federal 
government for health care of the 
needy and medically indigent with- 
out additional cost to the state. ® 


Communication Can ‘Cure,’ 


N.Y. Health Official Holds 


The health commissioner of New 
York City has described “commu- 
nication” as a “drug” capable of + a 
curing “half the present cases of ho ted to... ° 
cancer” if used correctly. Pe : : - 

Leona Baumgartner, M.D., told 
the National Health Forum that 
“We can cure an estimated one- 


Admissions clerk at Michael Reese Hos- 
pital in Chicago writes directly on her 
Electrowriter Transmitter. As she writes, 
data on new patient is instantly transmit- 


... service operator at Doctor Notifica- 
tion Control Board. Operator’s unattended 
Electrowriter Receiver automatically re- 
cords the written data of seventy admis- 
sions each day. 


half of all cases of cancer today by 
finding them soon enough and do- 
ing for them what we already 
know how to do.” 

She addressed the opening ses- 
sion of the Forum held in New 
York City from March 14-16 with 
the theme, “Better Communication 
for Better Health.” The conference 
is an annual event sponsored by 
the National Health Council. 

Dr. Baumgartner noted that 
many health workers suffer from 
“office-itis,” a form of “overpro- 
fessionalism” marked by “talking 
with each other’? rather than 
“with those outside our immediate 
spheres.” 

Albert W. Dent, president of 
Dillard University, told the Forum 
that “one of the great needs in 
America today is to develop ef- 
fective techniques and procedures 
for integrating information con- 
cerning health into our educational 
processes, both formal and infor- 
mal.” 

Brig. Gen. David Sarnoff, chair- 
man of the Radio Corporation of 
America, called for establishment 
of a National Medical Clearing 
House, stocked with the latest 
medical information and linked 
electronically with every major 
hospital and medical school in the 
country. He said such a clearing 
house would help solve the “for- 
midable problem” of medical com- 
munications by enabling doctors to 
find information more quickly 
amid the “mounting flow of fresh 
material on methods, techniques 
and drugs.” 

Aaron J. Spector, Ph.D., vice 
president and director of Social 
Science Research, Philadelphia, 
spoke at a session on research in 
communication in the health field. 
He said, “Our knowledge of medi- 
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Hospital's Electrowriter System 
clears communication channels to 
improve service, save manhours 


Before Electrowriter, Michael Reese Admissions phoned 
information on new patients to the service operator who 
then transcribed each message and notified the staff physi- 
cians. Now, Admissions sends this data simply by writing 
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taining new patient data with no delays, because Electro- 
writer has freed telephone channels; the service operator 
now only needs to answer doctors’ calls. 

Savings? Seventy telephone conversations each day. 
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one person to complete a “conversation.”) No chance of 
verbal mistakes. 
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areas, as well: patient transfers, diet control, late charges, 
maintenance, and other administrative functions. 
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cine and medical care has been in- 
creasing at an accelerated rate for 
centuries and has far outdistanced 
our understanding of the psycho- 
logical aspects of health and health 
care. In many instances the medi- 
cal practitioner could cure his pa- 
tients’ illnesses if he could get 
them to recognize that they have 
an illness, that a cure exists and 
that the medical practitioner can 
provide the cure.” 

James H. Sterner, M.D., medical 
director of Eastman Kodak Com- 
pany, took office as president of the 
National Health Council. George 


Bugbee, president of the Health 
Information Foundation and past- 
president of the American Hospital 
Association, was chosen president- 
elect to succeed Dr. Sterner in 
1962. bad 


WHO Citizens Committee 
Meets, Installs Officers 


Peter E. Joyce, former chief of 
the export division of Shell Chem- 
ical Co., was installed as president 
of the U.S. National Citizens Com- 
mittee for WHO (World Health 
Organization) at a meeting of the 
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board of directors of the commit- 
tee in New York City, March 15. 

Edwin L. Crosby, M.D., director 
of the American Hospital Associa- 
tion, was elected a vice president 
of the committee. 

“World Health and the Emerg- 
ing Nations” was chosen as the 
theme of the Ninth Annual Meet- 
ing of the National Citizens Com- 
mittee for WHO, to be held in 
Detroit, Nov. 14-16, 1961. Accord- 
ing to Phillip E. Nelbach, execu- 
tive secretary of the committee, 
the basis for this choice is the 
large number of nations attaining 
autonomy—especially the new na- 
tions of Africa. “The state of their 
health and the state of their econ- 
omy is important to all of us,” he 
said. 

Another highlight of the meet- 
ing was an informal address by 
Madame Raj Kumari Amrit Kaur, 
retired minister of health and wel- 
fare of India and past-president 
of the Second World Health As- 
sembly. In her summary of health 
progress in India, she said that for 
the first time, health leaders really 
believe that “the rate of increase 
of production of food and material 
goods is greater than the rate of 
increase of population.” This she 
attributed to family planning clin- 
ics and counseling. 

The committee also reviewed the 
development of plans for the Fifth 
International Conference on Health 
and Health Education, to be held 
in Philadelphia, June 30-July 7, 
1962. 

The American National Council 
for Health Education of the Public, 
Inc. (ANCHEP), is the U.S. host 
organization for the conference. 
The purpose of the conference, ac- 
cording to ANCHEP, will be to ex- 
amine the major health problems 
which confront man in his biologi- 
cal, physical and social environ- 
ments. es 


Whittier Appointed Chief 
Of Michigan Blue Shield 


Former President Eisenhower’s 
chief Veterans Administrator, 
Sumner G. Whittier, has been 
appointed executive director of 
Michigan Medical Service (Blue 
Shield), effective immediately. 
The announcement was made last 
month by the board of directors 
of Michigan’s Blue Shield. 

Mr. Whittier was lieutenant gov- 
ernor of Massachusetts from 1953 
to 1956 and also served as chief 
insurance director of Veterans Ad- 
ministration before being appoint- 
ed to head that organization. Ld 
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How the 
Airkem 
Program 
sets to the 


heart of the 
problem of 


Environmental 


Health 
in Hospitals 


There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
— reduces cross-infection. It kills insects 
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Dr. Crosby Announces 
AHA Staff Appointments 


New appointments to the staff of 
the American Hospital Association 
were announced March 24 by Ed- 
win L. Crosby, M.D., director. 

Mrs. Patricia Brandt, R.N., Little 
Rock, Ark., has been named assist- 
ant director of the Division of 
Nursing, Department of Profes- 
sional Services, effective July 1. 
She has been professor of nursing 
at the University of Arkansas 
School of Nursing since 1958. 

Two persons have joined the 
staff in the Washington Service 
Bureau. Selma M. Levine has been 
appointed legal counsel to the bu- 
reau. She was in private practice 
in Washington before joining the 
Association, and previous to that 
was a lawyer for the Food and 
Drug Administration. Lacey Clin- 
ton Sharp was named advisor in 
legislative matters. He has served 
as administrative assistant to Rep. 
W. R. Poage of Texas since 1945 
and has held a variety of govern- 
mental positions. 

Two new advertising represent- 
atives are Felix M. Bronneck and 
Charles F. Manz. Mr. Bronneck, 
formerly advertising manager for 
Medical Tribune, joined the staff 
March 27, replacing George B. Jan- 
co, who resigned. Mr. Manz joined 
the staff March 20 and is serving 
from a new sales office in Philadel- 
phia. He was previously with Lehn 
and Fink Products Corp., Toledo, 
Ohio. 

A recent addition to the Depart- 
ment of Publications and Commu- 
nications is Mrs. Marie Balsley of 
Yorkville, Ill., assistant editor in 
charge of food service and dietetics 
of HOSPITALS, J.A.H.A. Mrs. Balsley 
was formerly with the Evaporated 
Milk Association as writer and 
editor. bd 


Hospital Services Subject 
Of Seven-Year Study 


The University of Pittsburgh has 
received a seven-year grant from 
the U.S. Public Health Service for 
a research program in medical care 
and hospital administration. 

The award of $734,144 was made 
to the Graduate School of Public 
Health to support research activ- 
ities in the general areas of (1) 
manpower for medical and hospi- 
tal services, (2) utilization of med- 
ical and hospital services and (3) 
development and evaluation of 
medical care programs. 

A series of studies is being 





No 
Exeuse 


for Health 


Hazards in 
Kitchen or food- 
Serving areas! 


Foods and utensils are not the only sources 
of kitchen contamination. Every surface, 
every wall and floor, every garbage can, 
every food-storage and food-serving area 
must be kept free from health-hazards. 
How? 

Two Airkem products provide special safe- 
guards for all these danger spots. One of 
them, Airkem A-3, searches out dirt and 
grime and dissolves them, leaves surfaces 
spotlessly clean. At the same time it disin- 
fects everything it touches. It counteracts 
odors, too, without adding a heavy per- 
fume or chemical smell — and creates an 
air-freshened effect. The other Airkem 
product, an odor-controlled non-toxic in- 
secticide, actually brings insects out of the 
crannies where they hide and breed, and 
kills them in the open, where they can be 
seen and quickly removed, 

There is really no excuse for an unsafe 
kitchen, pantry, cafeteria, or any space in 
the hospital where food is stored, pre- 
pared or served. Daily use of these two 
Airkem products adds nothing to the work- 
burden, nothing to the cost. They merely 
replace products currently required. Ask 
your nearby Airkem representative! 


FREE! 


16 oz. can Airkem odor-con- 
trolled non-toxic insecti- 
cide. (Regular $2.05 value.) 
Mail this coupon today! 





Ao john Hulse, Airkem, Ine. Dept 4-4 
Mite 241 East 44th St., New York 17, N.Y. 


Send bulletin “Airkem Procedure for 


Kitchen and Cafeteria Maintenance” and 
FREE 16 oz. can Airkem Insecticide to 


Name 





Title__ Hospital 


Address. 





City. Zone___State 








planned and will be carried out 
during the life of the over-all pro- 
gram. Of the many individual 
projects being considered, five spe- 
cific areas have been outlined: 

1. Hospital utilization as af- 
fected by the doctor, patient and 
hospital. 

2. The changing role of the hos- 
pital emergency unit. 

3. An analysis of the scope of 
service for hospitals of differing 
size and location. 

4. The changing patterns of pa- 
tient care in response to new 
knowledge, such as the role of new 
medical and allied specialties and 
auxiliary personnel. 

5. Problems of optimal utiliza- 
tion of health personnel. 

Dr. Cecil G. Sheps, professor of 
medical and hospital administra- 
tion and director of the Program in 
Medical and Hospital Administra- 
tion, is principal investigator. ® 





Association section 
(Continued from page 162) 


with in like manner. State hospital 
associations should not agree to 


forego supplementary collections 
unless the state undertakes to make 
payments in accordance with prin- 
ciple #1. 

5. If a welfare agency deter- 
mines that a particular beneficiary 
should pay a certain amount be- 
fore being considered medically 
indigent or that his relatives should 
pay something, or if insurance or 
other third-party obligations are 
involved, the manner of collecting 
and crediting such items should be 
worked out by the state. If the 
state payment policy accords with 
principle #1, however, hospitals 
should not seek to collect from 
patients or relatives anything more 
than the amount which the welfare 
agency has indicated is available. 

6. State hospital associations 
should interest themselves in up- 
grading standards for nursing 
homes participating in either Old 
Age Assistance or Medical Aid to 
the Aged programs in their re- 
spective states. Although the fed- 
eral government apparently can- 
not preclude participation in a 
Medical Aid to the Aged program 
by institutions participating in Old 
Age Assistance, reference in the 


federal Medical Aid to the Aged 
statute to “skilled nursing home 
services” is expected to encourage 
higher standards or perhaps the 
establishment of two categories of 
institutions. State hospital associa- 
tions should give all possible sup- 
port to the development of skilled 
nursing homes and to payments 
sufficient to enable these homes to 
provide adequate services. 

7. Administration of state pro- 
grams by Blue Cross Plans pre- 
sents important advantages to re- 
cipients, to state governments and 
to hospitals. State hospital associ- 
ations are encouraged to urge that 
consideration be given to the use 
of Blue Cross Plans. 

8. Medical care appraisal com- 
mittees in hospitals can be helpful 
in controlling the admission and 
discharge of patients, and consider- 
ation should be given to the use 
of such committees in the Medical 
Aid to the Aged programs. 

9. There should be an advisory 
committee to the state administer- 
ing agency. Hospitals should be 
represented on this advisory com- 
mittee and not merely on a tech- 
nical subcommittee. 
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Bedpans 
cleaned 
the easy way! 


Sani-Rinz Disposal Liners 
completely eliminate need for 
brushing and scraping. They are 
inexpensive —easy to use —liner 
and contents slide right out of 
pan and flush away. 

Sani-Rinz Liners greatly sim- 

plify taking of specimens for lab 
tests. 
Attractive, wall mount dispenser is 
available — holds 200 liners — one 
liner is released at a time by single 
push-button operation. 


Write for samples and literature. 


E. J. HUBER & CO. 


*Pat. Pend. 


SANI-RINZ* 


(Special wet strength tissue) 


DISPOSAL LINERS 


—take distasteful 
' drudgery 
out of bedpan duty 


P.O. Box 83, Park Ridge, I!linois 
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'AMUST FOR CENTRAL SUPPLY! 
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THE OIL-LESS 
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e COLORLESS 
e@ NON-TOXIC 


Maeterer!. Prevents Rust, NetiCantikiog 
6 Oz. or 12 Oz. Sizes 
Kask Your Dealer For List Of 17 
Other MEDI. SPRAY Products, Or Write To: 


_ $CHUCO. 
75 Cliff Street, 


INDUSTRIES - 
New York 38, N. ¥. © 
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Annual administrative 
reviews: approvals 
and recognitions 


(Continued from page 55) 


Practical Nursing—Approval Agen- 
cy: Respective state or territorial 
accrediting agencies and National 
Association for Practical Nurse 
Education and Service, 475 River- 
side Drive, New York 27, N.Y. 

This association publishes an an- 
nual list of schools accredited by 
the NAPNES, by a state approving 
authority, or both. There are now 
over 600 such schools listed by the 
NAPNES. 

Professional Nursing—Approval 
Agencies: Respective state or ter- 
ritorial accrediting agencies and 
the National League for Nursing, 
10 Columbus Circle, New York 19, 
N.Y. 

The present program of accred- 
itation of schools of nursing was 
inaugurated by the NLN in 1952. 
This program includes evaluation 
of schools with different objectives 
in the nursing field. Courses in 
nurses’ training lead to diploma 
or degree. In addition to these 
programs, there are those for 
registered professional nurses in 
general nursing leading to a bac- 
calaureate degree, public health 
nursing, and nursing service and 
nursing education leading to a 
graduate degree. 

In 1959, the League formed the 
Committee on Accreditation of 
Hospital Schools of Nursing. It is 
composed of 14 members, seven of 
whom are nominees of the AHA. 
This committee is now actively 
functioning to improve and sim- 
plify procedures of accreditation 
of hospital schools and to stabilize 
adequate financing of the accred- 
itation program. The same person- 
nel also comprise the NLN and 
AHA Inter-Organization Commit- 
tee on Accreditation of Hospital 
Schools of Nursing. Its function is 
to explore new approaches to ac- 
creditation of hospital schools. 

As of Jan. 1, 1961, the number 
of diploma schools in the United 
States totaled 907, of which 524 
were fully accredited and 383 were 
in the category of deferred accred- 
itation, not accredited, or had not 
applied. Junior college programs 
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totaled 57, with 6 fully accredited 
and 51 not yet accredited, mainly 
because these have not been in 
operation long enough to be evalu- 
ated. In the baccalaureate degree 
category, there are 172 programs 
of which 99 are fully accredited 


and the remainder in the group of | 


deferred, not accredited, or have 
not applied.!2 

Occupational Therapy—Approval 
Agency: Council on Medical Edu- 
cation and Hospitals, 


Medical Association, 535 North 


Dearborn Street, Chicago 10, Ill. | 
In cooperation with the Ameri- | 


can Occupational Therapy Associ- 


ation, the AMA council has estab- | 
lished standards for training in | 
occupational therapy for the in- 
formation of physicians, hospitals, | 
schools and prospective students. | 

Periodic revision of standards as | 
well as approval of new and exist- | 
ing schools are submitted to the | 
council by its own Advisory Com- | 


mittee on Occupational Therapy 
Education and by the Council on 
Education of the OATA. 

The training for occupational 
therapy includes general collegiate 
education, technical instruction in 
occupational therapy and super- 
vised clinical practice. Either cer- 
tificate or degree recognition is 
available, with the degree course 
usually of four years duration and 
certificate programs predominantly 
18 months in length. 

As of Nov. 8, 1960, there were 
29 approved schools for the train- 
ing of occupational therapists.? 

Pharmacy—Approval Agency: 
The American Council on Pharma- 
ceutical Education, 77 West Wash- 
ington Street, Chicago 2, Il. 

This council was organized in 
1932 by the American Association 
of Colleges of Pharmacy, the Amer- 
ican Pharmaceutical Association 
and the National Association of 
Boards of Pharmacy. Eligibility for 
accreditation is open to all schools 
of divisions of pharmacy in any 
legally empowered educational in- 
stitution. As of July 1, 1960, there 
were 76 colleges of pharmacy listed 
by the American Council on Phar- 
maceutical Education.!3 

Physical Therapy—Approval Agen- 
cy: Council on Medical Education 
and Hospitals, American Medical 
Association, 535 North Dearborn 
Street, Chicago 10, Ill. 

In 1936, at the request of the 





American 


NEED HELP? 


IF IT CONCERNS 
YOUR HOSPITAL’S 
LAUNDRY .... 


...- you can expect to find a helpful 
source of information and guidance 
at the AMERICAN INSTITUTE OF 
LAUNDERING. 


SERVICE to members covers every 
phase of laundering . . . from help 
with plant layout, washing formu- 
las, quality control, damaged fabric 
analysis, to information on how to 
determine laundry processing costs, 


In addition, members have free ac- 
cess to A.I.L.’s vast library of publi- 
cations, making up the best source 
of information on laundering found 
anywhere in the world. 


Whatever his interest, whatever his 
problems, a laundryman can rely 
on his A.I.L. membership as a key 
to helpful solutions. 


Dues for the institutional member 
are only $40 per year, after which 
all services are available without 
further cost. Special rates are 
granted to groups of over six estab- 
lishments under one management. 











To: American Institute of Laundering 

Joliet, Illinois 
Please send me complete information on 
A.I.L. membership for institutional laundries. 
Also, send, without obligation, “Reducing 
Costs With Test Piece Service.” 


Name 
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Mi NO BED-JARRING BUMPS 
MB NO NICKED, MARRED WALLS 
BLOWER REDECORATING COSTS 


Armstrong-Stedman 
Molded Rubber 


| BED BUMPERS 


absorb shock, add to patient 
comfort 


maintain “good housekeeping” 
appearance 


protect your investment in wall 


finishes, woodwork and furnishings 


Tough, resilient, smudge-proof, they sim- 
ply slip around each leg of any hospital 
bed. Bolt and nut embedded in the spe- 
cially compounded rubber fasten them in 
place quickly and easily. Small in cost, 
they start paying for themselves the day 
you install them! 

Standard 5” outside diameter affords all- 
round protection. Select type and inside 
size from these convenient diagrams: 


ROUND POST Sizes 
1”, 14,", 1%”, 2” 


SQUARE POST 


Sizes 
1%,”, 1%”, 2 
GRACELINE POST Size 

1-13/16” x 15%)” 

All in rich walnut color. 
. .. -$20.50 doz. 
21.55 dox. 
22.40 dox. 


Lots of 6 doz. 


Lots of 3 doz. 
Smaller lots 


Prices in larger quantities on request 


ecke & COMPANY, INC. 


Over 65 years of continuous 


service to the hospitals of America 
221 Varick St. * New York 14 


Branches in Los Angeles 
and Sunnyvale, Calif., 


Dallas, Chicago & Columbia, S. C. 





American Physical Therapy Asso- 
ciation, the AMA Council on Med- 
ical Education and Hospitals de- 
veloped standards for schools for 
physical therapists. These stand- 
ards were last revised in 1955. 
Applications for approval are eval- 
uated by the council’s Advisory 
Committee on Physical Therapy 
and Education and by the Ameri- 
can Physical Therapy Association, 
Either certificate or degree recog- 
nitions are available; the certificate 
program is usually 12 months long 
and most degree programs are four 
years long. Certificate courses are 
open to students with two or three 
years of college or those who have 
graduated from a nationally ac- 
credited school of professional 
nursing of at least three years 
duration. There are currently 40 
approved schools for physical ther- 
apists.9 

Public Health—Approval Agency: 
American Public Health Associa- 
tion, 1790 Broadway, New York 19, 
N.Y. 

Upon request, the APHA will 
review, for the purposes of accred- 
itation, an educational program in 
public health under the control of 
an institution that is a member of 
the Association of American Uni- 
versities. These programs may lead 


| to the degree of master of public 


health or doctor of public health. 
The APHA in its journal annually 


lists the accredited organizations. 


| As of this report, schools of public 


health accredited by the associa- 


| tion totaled 10 in the United States, 


| 2 in Canada, and one in Puerto 


Rico. 
Social Work—Approval Agency: 


Council on Social Work Education, 


| Commission on Accreditation, 345 
| East 46th Street, New York 17, 


N.Y. 


The Commission on Accredita- 


| tion of the Council on Social Work 


Education annually publishes a list 
of approved schools in the area of 
social work. The present accredited 
list reflects the new accreditation 
policy, adopted by the commission 
and approved by the board, that 
became effective July 1, 1959. This 
policy provides that a school of 
social work shall be accredited for 
its basic curriculum and that there 
shall be no accrediting of any spe- 
cialization by any definition. This 
policy is based on the belief that 
the two-year graduate social work 


curriculum provides the basic pro- 
fessional preparation for social 
work practice in the variety of 
programs, services and agencies 
which fall within the general field 
of social work. As a result of this 
new policy, the previous practice 
of noting certain accredited spe- 
cializations on the list has been 
discontinued. As of July 1960, 
there were 56 approved graduate 
schools of social work in the United 
States and 7 in Canada. 

X-Ray Technology—Approval 
Agency: Council on Medical Edu- 
cation and Hospitals, American 
Medical Association, 535 North 
Dearborn Street, Chicago 10, Ill. 

The council, assisted by the 
American College of Radiology, 
the American Registry of X-ray 
Technicians and the American So- 
ciety of X-ray Technicians, estab- 
lishes and revises criteria for pro- 
grams in x-ray technology and 
evaluates such programs for ap- 
proval purposes. The essentials for 
an approved school of x-ray tech- 
nology were last revised in June 
1960. The surveying of schools for 
x-ray technology is carried out by 
state and regional counselors ap- 
pointed by the American College 
of Radiology. Minimum admission 
requirement is high school gradu- 
ation, but some require one year 
of college, and some require two 
years. Approximately 90 per cent 
of these schools accept students 
directly from high school. The 
length of training varies from 12 
to 48 months. As of 1960, there 


were 650 schools approved by the 
council.9 
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SERVICES 


CONTRACT HOSPITAL HOUSEKEEPING 
SERVICE: Having successfully pioneered 
this relatively new field of Contract Hos- 
pital Housekeeping, we feel qualified to 
solicit your hospital’s housekeeping re- 
sponsibilities. We have established com- 
plete housekeeping programs at six major 
hospitals throughout the country, furnish- 
ing all labor, supervision, supplies, equip- 
ment, insurance, etc., to fulfill this task. 
If you have 150 beds or more, perhaps we 
could relieve your hospital of this trouble- 
some problem. Our cient methods and 
procedures often result in a money sav- 
ings to the hospital. We would sincerely 
appreciate an opportunity to make a no 
obligation detailed study of your facilities 
so that we could prepare a proposal for 
your consideration. We welcome inspec- 
tions of those hospitals that we now have 
under contract. For more information 
write RED TOP MAINTENANCE SERV- 
ICE, INC., 7018 Central, SE Albuquerque, 
New Mexico. 


FULL TIME HOSPITAL INVENTORY 
SERVICE AVAILABLE: We will take a 
written, itemized and extended inventory 
of your pharmacy, delivered to you in 
book form, tailored to suit your personal 
requirements. We are happy to announce 
the utilization of I.B.M. Computing Equip- 
ment for the complete pricing, extending 
and printing of the inventories of our 
clients beginning about April, 1961. Cover- 
age at the present time includes the fol- 
lowing states: New Jersey, New York, 
Pennsylvania, Delaware, Maryland, Wash- 
ington, D.C. and Connecticut. Write or call 
us collect for further information without 
obligation. INVENTORIES INCORPO- 
RATED, 1120 West Girard Avenue, Phila- 
delphia 23, Pennsylvania, POplar 9-0200. 


FOR SALE 


BIG SAVINGS ON “RETURNED-TO- 
NEW” and surplus X-Ray, Autoclaves, 
OR tables, OR lights, diathermies, etc. Re- 
conditioned, guaranteed. Mammoth Stock. 
Hospital equipment bought, sold, traded. 
Mail inquiries invited. TeX-RAY CO., 3305 
Bryan, Dallas, Texas. 

















Closeout. Bardic French Catheters $3.00 
doz. (ass’t). ACMI Foley Catheters (no 
plug) $12.00 doz. (ass’t). F.O.B. R. S. Bal- 
lard, 1424 Fredericksburg Road, San An- 


tonio, Texas. 


Modern 40-bed brick 3-STORY HOSPITAL, 
completely furnished and equipped. Lo- 
cated in northeast Colorado. Write: Mother 
M. Monica, St. Benedict’s Convent, Fox 
Bluff, Route 1, Waunakee, Wisconsin. 


POSITIONS OPEN 


ADMINISTRATIVE ASSISTANT: Ex- 
cellent opportunity for hospital administra- 
tion graduate to develop administrative 
skills as evening administrator under aegis 
of F.A.C.H.A. Full responsibility gradually 
assumed with guidance of top administra- 
tive staff. Rewarding salary and perqui- 
sites. Write: Robert Markowits, Assistant 
Director, Mount Sinai Hospital, 2750 W. 
15th Place, Chicago 8, Illinois. 


HOUSE PHYSICIAN: Ideal situation for 
active older physician desiring to reduce 
work schedule. Available July 1. Private 
psychiatric hospital, Northeast Ohio. State 
license required. Furnished apartment 
available on ground. Address HOSPITALS, 
Box K-59. 


LABORATORY TECHNICIAN; in beautiful 
new expanding hospital located in progres- 
sive and interesting city, in smog free re- 
sort area. One hour drive from Los 
Angeles. Beginning salary $500 per month, 
plus liberal fringe benefits. Write Admin- 
istrator, Antelope Valley Hospital, Lan- 
caster, California. 


DIETITIAN: An opportunity for the qual- 
ified Dietitian to make full use of her 
abilities in an interesting and rewarding 
position. ADA registration or comparable 
experience required. Fully accredited, 250- 
bed, teaching, non-sectarian, community 
hospital. $2,000,000 development program 
underway, which will provide completely 
new Dietary Dept., additional bed capac- 
ity, plus many other modern facilities. 
Apply: Personnel Director, Ravenswood 
Hospital, 1931 West Wilson, Chicago 40, 
Illinois. 
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CLASS\ADER/ [: 


DIRECTOR OF NURSING EDUCATION: 
To provide leadership and direction for 
NLN accredited diploma school of 100 stu- 
dents. Progressive 350-bed private, commu- 
nity, general hospital affiliated with liberal 
arts university offering degree in nursing. 
University offers faculty status to quali- 
fied individual. Masters degree in nurs- 
ing education required. Salary open, lib- 
eral personnel policies and benefit program. 
Central [Illinois community of 100,000. 
Apply Personnel Supervisor, Decatur and 
Macon County Hospital (not a county 
hospital) Decatur, Illinois. 





CLINIC COORDINATOR: New Outpatient 
Clinic of Cleveland Metropolitan General 
Hospital has opening for a Clinic Coordi- 
nator with bachelor’s degree and five (5) 
years administrative experience in the 
health field, preferably in a clinic. To co- 
ordinate activities of large, growing out- 
patient department for medically indigent 
of teaching hospital, affiliated with West- 
ern Reserve University. Salary based on 
Qualification. Apply: Director, Cleveland 
Metropolitan General Hospital, Cleveland 
9, Ohio. 

REGISTERED MEDICAL RECORDS LI- 
BRARIAN: Challenging opportunity for a 
fully qualified Medical Records Librarian 
to take over an active record department, 
presently undergoing complete remodeling 
and reorganization. Salary open. Full ac- 
credited, 250-bed, teaching, non-sectarian, 
community hospital. Approved intern-resi- 
dent program and schools of nursing, 
anesthesia and X-ray technology. $2,000,000 
development program underway to pro- 
vide new surgical suite, intensive care unit, 
psychiatric section, and additional bed 
capacity. Write: Ravenswood Hospital, 1931 
W. Wilson Avenue, Chicago 40, Ill. 


MATERNAL AND CHILD HEALTH IN- 
STRUCTOR: Teach maternal and child 
health. Approximately 30 students. Two 
year Hospital School of Nursing. N.L.N. 
fully accredited. Science and general edu- 
cation courses taught at Monmouth Col- 
lege. Attractive college and ocean resort 
town. Fifty miles from New York City. 
Excellent salary and personnel policies. 
Degree and experience required. For in- 
formation write, Director, School of Nurs- 
ing, Monmouth Medical Center. Long 
Branch, New Jersey. 


MEDICAL AND SURGICAL NURSING IN- 
STRUCTOR: Cooperate with experienced 
instructor in teaching medical-surgical 
nursing in a two year hospital school 
of nursing. Part of Columbia Teachers 
College research project. N.L.N. fully ac- 
credited. Sixty students. Science and gen- 
eral education courses taught at Mon- 
mouth College. Attractive college and 
ocean resort town. Fifty miles from New 
York City. Excellent salary and personnel 
policies. Degree and experience required. 
For information write Director, School of 
Nursing. Monmouth Medical Center, Long 
Branch, New Jersey. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy —depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
confidence. Address HOSPITALS, Box 


PURCHASING AGENT: To organize and 
direct a centralized purchasing department 
for a 160 bed general hospital located in 
a beautiful residential section along the 
North Shore of Chicago. Expansion and 
remodeling program in progress. Two years 
of Hospital Purchasing experience neces- 
sary, degree desirable. Submit complete 
resume of training, experience, and salary 
requirements to Personnel Director, High- 
land Park Hospital, 718 Glenview, High- 
land Park, Illinois. 


DIRECTOR OF NURSING EDUCATION: 
New school and residence facilities in 
Planning stage. Small school, good salary, 
colleges, nice little city. Asbury Hospital, 
Salina, Kansas. 
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ONE ADMINISTRATIVE DIETITIAN AND 
ONE THERAPEUTIC DIETITIAN: 440 bed 
general nospital, refrigerated and com- 
pletely modern. Excellent personnel poli- 
cies, Salary open. Prefer ADA member. 
Apply: Miss Virginia L. Felch, Chief Die- 
titian, Good Samaritan Hospital, Phoenix, 
Arizona. 





Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Apply Personnel Director, Iowa 


ly 
Methodist Hospital, Des Moines, lowa. 





INSTRUCTOR: Fundamentals of Nursing. 
B.S. degree and teaching experience re- 
quired. Includes both formal and clinical 
instruction. Diploma program. Remuner- 
ation and fringe benefits excellent. Apply 
The William W. Backus Hospital, Per- 


‘sonnel Department, Norwich, Connecticut. 





DIRECTOR OF NURSING for a_ 180-bed 
hospital located in southern New England. 
Must have Masters Degree and be capable 
of directing nursing school and service. 
Salary—$8,000 up, dependent upon expe- 
rience. Excellent fringe benefits. Willing 
to consider persons with limited experi- 
ence who have potential. Please provide 
full details in first letter. Address HOS- 
PITALS, Box K-61. 





ASSOCIATE DIRECTOR: School of Nurs- 
ing 131 bed general J.C.A.H. Accredited 
hospital; N.L.N. accredited school of nurs- 
ing with 57 students. Masters’ degree de- 
sired, wili consider B.S. with educational 
experience. Salary commensurate with 
background and experience. Address HOS- 
PITALS Box K-58. 





REGISTERED RECORD LIBRARIAN 
WANTED IMMEDIATELY: Modern, ac- 
credited community general hospital—160 
beds, presently expanding to 270 beds. 15 
miles from Boston. Write Administrator, 
Norwood Hospital, 792 Washington Street, 
Norwood, Mass. 





ANESTHETIST C.R.N.A. for 65 bed hos- 
pital. Surgery and Obstetrics. Alternate 
call and schedule with present Anesthetist. 
12 Mile south of Madison, Wisc. Contact, 
Administrator, Stoughton Community Hos- 
pital, Stoughton, Wisconsin. 





DIETITIONS FEMALE (a) for Therapeutic 
(b) for Main Kitchen Food Production. 
Must be A.D.A. and prefer experienced. 
300 bed Hospital, adjacent to University of 
Pittsburgh. Housing facilities available. 
Excellent personnel policies. Salary open. 
Write: Montefiore Hospital 3459 Fifth Ave- 
nue, Pittsburgh 13, Penna. 





INSTRUCTOR: To assist with Teaching 
Fundamentals of nursing and maternal 
and child health. Two year, N.L.N. fully 
accredited program. Attractive college and 
ocean resort town. Fifty miles from New 
York City. Excellent salary and personnel 
policies. For information write Director, 
School of Nursing. Monmouth Medical 
Center, Long Branch, New Jersey. 





THE MEDICAL BUREAU 


M, Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. 
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OPERATING ROOM SUPERVISOR AND 
CLINICAL INSTRUCTOR, O.R. NURSING: 
For well-established voluntary 400-bed 
general hospital with two divisions, each 
with supervisory assistants and each with 
a caseload of about 450 operations a month. 
Seasoned staff of 44 including full-time 
clinical Instructor in Operating Room 
Nursing. Three-year diploma program with 
league accreditation, 100 students. Recovery 
rooms in each facility. 

OPERATING ROOM SUPERVISORY posi- 
tion requires master’s degree, five years 
of experience in operating room including 
teaching supervisory responsibility or B.S. 
degree with equivalent experience and 
preferably a post graduate course in oper- 
ating room nursing. 

CLINICAL INSTRUCTOR, O.R. NURSING 
requires master’s degree, five years of 
experience in operating room including 
teaching responsibility or B.S. degree in 
Nursing Education with experience in 
teaching operating room nursing. Regis- 
tration or eligibility for registration in 
New York State. Responsible to Director 
of Nursing and Administrator of Hospital. 
Well balanced personnel policies include 
four weeks’ vacation, seven paid holidays, 
two weeks’ sick leave and cumulative sick 
benefits, pension plan, social security, Blue 
Cross, group disability and life insurance 
coverage scaled to salary. Salary depend- 
ent upon educational qualifications and ex- 
perience. Write Director of Nursing, The 
Rochester General Hospital, Northside Di- 
vision, Rochester 21, New York. 


OUR 64th YEAR 
WOODWARD 


RERALLER Ge 


Founders of the personnel counseling service 

to the medical profession, serving medi- 

cine with distinction over half a century. 

RAndolph 6-5682 

ADMINISTRATORS: (a) Dir of Institu- 
tions, key post, county prog; reqs degree 
& exper; to $22,000; MW. (b) New 200-bd 
gen; about $18,000; univ twn; Mid-E. (c) 
W/degree or status ACHA; 250-bd JCAH; 
univ twn; SW. (d) 175-bd JCAH; $15- 
$17,000; nr Boston. (e) W/5 yrs exp; new 
130-bd JCAH gen; min $10,000; E. (f) Pref 
w/degree, 110-bd JCAH gen; $9-$12,000; 
Central. (g) Adm 80-bd gen; $9-$12,000; 
Calif. (h) Asst dir, very Irg gen; $18- 
$20,000; W-coast. (i) Asst dir, 700-bd full 
apprvd gen; $12-$24,000; MW. (j) Asst adm; 
575-bd full acerd gen; excel sal; S. (k) Asst 
adm, w/degree; 3 -bd full accred gen; ap- 
prox $10,000; SW. (1) Asst adm, experi- 
encd; 275-bd hsp & cl; about $10-$12,000; 
Calif. (m) Adm asst; univ affil gen; $8,500; 
Tex. (x) Asst; almost total egy 4 
all hsp oper; report to FACHA; $8-$10, 
increasing to $15,000; NE. 








ADMINISTRATIVE POSTS: (n) MHA 
w/bus exper; business mangr; 150-bd gen 
hsp; $7200 start; E. (o) Cl mngr, w/exper; 
excel grp, $12 $15,000; S. (p) Cl mgr; active 
grp estab 18 yrs; to $9,000; Mid-E. (q) 
Compt; pref CPA; 700-bd full accred; univ 
center; excel sal; S (r) ery ge CPA; 350- 
bd med schl affil gen; $9-$11, MW (s) 
Dir of Volunteers, w/adm asst yt 300- 
bd hsp; to $8000; ‘Calif. (t) Personnel dir; 
50 man grp & lge resrch & tchg hsp; reqs 
hsp exper; Mid-E. (u) Personnel dir; > 
estab dept; 650-bd JCAH gen; $10,000 up; E 
(v) Public Relatns dir; full apprvd 600-bd 
tchg hdqrtr hsp of 18 assoc hsps to $12,000; 
reqs hsp exper; MW (w) Dir purchsng, 
425-bd gen; sal open; Mid-E. 
ANESTHETISTS: (a) Gen hsp 120-bds; 
excel facils; $8400 if willng to be only 
anes; MW agric twn. (b) Sm gen hsp, 30 
bds; $7200-$7600 in 90 days; S. Calif agric 
area. (c) Pref also able serve as dir of 
nurses, 50-bd gen hsp; min $7200 S. (d) 
New 40-bd Hill Burton facils; to $7800; 
agric town, East. 
DIRECTOR OF NURSES: (a) MS pref to 
dir nursng serv only, 200-bd vol gen hsp; 
to $10,000; lovely N-Engl twn (b) Degree 
pref to hd excel dept, 100-bd apprvd gen 
hsp; to ; S. Calif (c) Asst Dir, Nursng 
resources; MS reqd for highly resp — 
in 1 of oldest hsps in U.S.; over 4 is; 
o——- to dir of nurses; vic $10,000; E. (d) 
Full chge schl & serv med schl oma’ gen 
hsp 500-bds; prominent SW univ cntr. (e) 
Nursng serv only, very lge, renowned gen 
hsp; univ teaching cntr to about $10,000; 
East. 
EXECUTIVE HOUSEKEEPERS: (a) Pref 
hsp exp to supv 20 in de “pt, 150-bd gen 
hsp; to $6000; Chgo subur (b) Apprvd 
vol gen 200-bds; ideal loc; Pac N.W. (c) 
Able plan trng prog, hd weil staffed, highly 
regard dept in 550-bd gen hsp; superior 
facil; univ, cultural cntr; Mid E. (d) Supv 
staff of 75 in prominent rsrch hsp affil 
rsrch institutes; constantly expandg; ideal 
for career hskpr; East. 
FOOD SERVICE MANAGERS: (a) R 
successful backgrd in hsp field; 300-bd fu 
accred gen hsp; lovly resort city of 100,000; 
SE. (b) New diet dept to be compl by late 
61; now 450-bd vol gen hsp; min $7000; 
resid area nr univ cntr; E. (c) Resp all 
aspects food serv, supv staff of 70; reqs 
outstandingly qual ge su re facil; new 
400 bd gen hsp; Calif. (d) Hd dept in very 
lge state Rs y * reqs. univ educ, 5 yrs 
exper in field; to $8 Central. 
ARMACISTS: Ta) inet: fully apprvd 
vol gen hsp 300-bds; to $900; S. Calif. (b) 
Two; 1 to asst chief pharm, 400-bd gen 
hsp; $61-$6700; SE. (c) Staff; new addn to 
150-bd gen hsp; to $7200; SW. (d) Chief; 
excel facils in new dept; 150-bd gen hsp; 
$6800; SW. 


POSITIONS WANTED 


LAUNDRY MANAGER: Operated own 
plant 15 years, familiar all phases laundry 
work. Address HOSPITALS, Box K-63. 











SAME HOSPITAL. Husband experienced 
in hospital credit and collections, store- 
keeping, and business office routine. Desires 
to learn purchasing. Wife, RN anes- 
thetist. Southwest preferred. Address HOS- 
PITALS, Box K-60. 


EXECUTIVE HOUSEKEEPERS and thor- 
oughly trained, uniformed housekeep 
es (See our ad under SERVIC 

in this classified section.) 








ASSISTANT ADMINISTRATOR: Age 26, 

B.S., M.H.A., recent course graduate. Ex- 

erience time-motion study in 700 bed 
ital. Correspondence invited. Address 
(OSPITALS, Box K-57. 





OUR 64th YEAR 
WOODWARD S 


185 \.Wabash- Chicago, HI. 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


ADMINISTRATOR: 44; 12 yrs exp, adm, 
lgr hsps; past 3 yrs, adm 300-bd gen; 
MACHA; seeks lgr hsp; pref South. 
ADMINISTRATOR: Adm; 13 yrs, adm, 300- 
bd tchg hsp; pref lge city; outstandg com- 
petent lea er; FACHA; immed avail. 
ADMINISTRA'V‘/OR: 40; outstandg man 
w/excel references; ast 5 ae ad 200-bd 
genl, seeks adm, lgr hsp; MACH 
ADMINISTRATOR: MSHA; 5 yrs, a 150 
n hsp; now reqs warmer climate; 
PACHA: seeks hsp 250-bds; early 40’s. 
ASSISTANT ADMINISTRATORS: (a) 35; 
6 yrs; chief PT; 100-bd child hsp; 4 yrs 
adm res, adm asst, asst adm, same 500- 
univ hsp; seeks lgr hsp; NACHA. © (b) os 
MSHA; res 750-bd gen; yr adm asst & 
1 yr asst dir 775-bd cae hsp; seeks asst 
adm post in community hsp, 200-250-bds; 
pref E-coast, consider all (c) 34; MSHA; 
res 800-bd hsp; 2 yrs nite & ove adm, 
600-bd univ hsp; seeks adm to 150-bds or 
asst adm lgr hsp; pref SW, SE, consider 
all. (d) 30; MSHA; res & 1 yr adm asst 360- 
bd gen; seeks asst adm 200-bds or Irgr; 
pref MW, W. (e) 23; MSHA; completng 1 yr 
res 720- bd hsp; seeks adm asst or asst adm 
in 200-or more bd hsps. 
ANESTHESIOLOGIST: 35; AOA; 1 yr, anes, 
lge grp; passed part I; FACA; seeks hsp 
post; highly recommnded 
PATHOLOGIST: 3 yrs, tchg, 5 yrs, chief, 
path; 400-bd hsp; seeks chief, tchg hs 
where res prog needs developing; ipl, 
both branches; late 30's. 
RADIOLOGIST: Dipl, diag & ther; 5 re. 
assoc rad, 500-bd hsp; seeks chief small or 
med size hsp; mid 30’: 











For Sale 


Please schedule the following advertisement for the 


Positions Open 


(Clip end Mail) 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


issue(s) of HOSPITALS 





Instruction 


Services 


(Date of Publication) 
under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 


Positions Wanted 
Wanted 











[] Bill the Hospital 





[] Check or Money Order Enclosed 


Signed 





Title 








Hospital 





Address 





City & State 








HOSPITALS, J.A.H.A. 





product literature (see pages 163-170) 


BUSINESS OFFICE AND ACCOUNTING 
1 A case history of late charge control 
2 Collecting good will with the bills 
ENGINEERING AND MAINTENANCE 


14 Ideas for planning an adequate diet 
15 Tips on salad preparation 
16 Cooking with soups 
GENERAL 
17 Care and processing of surgical gloves 
HOSPITAL PLANNING 


NURSING SERVICE 
55 Principles of use of sphygmomanometers 
86 Mothers’ guide for prevention of diaper rash 
57 Series of sterilization lectures 


APRIL 16, 1961, VOL. 35 





April 16, 1961 

literature advertisers 
33 49 101 129 
102 130 
34 50 103 s«131 
104 132 
35 51 105 133 
36 106 134 
107 135 
37 108 136 
109 137 
38 110 138 
39 11 
112 
ao 113 


114 
4 115 


42 116 
117 


43 118 


119 
44 120 


45 121 
122 
46 123 


124 
47 125 


48 126 
127 


CoO @OnN OU AoON = 


at wt at ot tet 
Owe ona 




















ZONE STATE 


April 16, 1961 
literature 
33 49 


34 50 
35 8351 
36 086552 
37 48653 
38 54 
39 0=s« 5 5 
40 56 
40 57 
42 58 
43 59 
44 60 
45 61 
46 62 
47 63 

64 

65 


eoOn Gua e® Qn = 


48 


























IITA ADVER 








101 Abbott Laborate 
102 Acme Cotton Pr 
103 Airkem, Inc. . 
104 Air-Shields, inc. 
105 American Appra 
106 American City B 
107 Americal Collect 
108 American Cyanc 

Lederle Labor 
109 American Cyana 

Surgical Prods 
110 American Cystos 
111 American Hospit 
112 American Hospit 
113 American institu 
114 American Laund 
115 American Sterili: 
116 Anchor Brush Co 
117 Argonaut Insure 
118 Armour and Cor 
119 Armstrong, Com 


120 Bard-Parker Co., 


CARD 


REPLY 


First Class Permit No. 33762, Sec. 34.9 P. L. & R. Chicago, Ill. 


BUSINESS 











HOSPITALS, Journal of the American Hospital Association 


American Hospital Association 


840 North Lake Shore Drive 
Chicago 11, Mlinois 


ADVERTISING DEPARTMENT 
> 
ro 
= 


137 i So 
138 Detroit Diesel En; 





CARD 


First Class Permit No. 33762, Sec. 34.9 P. L. & R. Chicago, Ill. 


151 Hill Rom Compa: 
152 Hillyerd Chemice 
153 Hobart Mfg., Co 
154 Hollister Inc. .. 
155 Howell Company 
156 Huber and Co., E 
157 Huntington Labo: 


158 Ingersoll Products 
Division of Bor 


REPLY 





BUSINESS 














HOSPITALS, Journal of the American Hospital Association 


American Hospital Association 


840 North Lake Shore Drive 


Chicago 11, Mlinois 


ADVERTISING DEPARTMENT 








ERTISER’S INDEX 








e 
= = April 16, 1961 
PAGE KEY PAGE 
ae aa a ey are 20, 21, 22, 23, . ee ee Ne RUIN, BOE o '5 Scns cet h Veceds ees osweees - 120 
ton Products Co., Inc. ...... hv sthe tbs Vee we 
ee Pe ee ee Sd kek Kees 0 0 ke ae ae ae 18 160 Ketchum, inc. ...... Liv aR AKEMS > Ramee ererses eee 147 
OR oh cke ts UNS Meds cen Cdn se Ree woes 30, 31 161 Keyes Fibre Company ..........---esseececese 83, 84 
Appraisal Company, The .................. 162 Wee Mens Co., FOE. ce icccc ccc cscccceceseve 161 
City Bureau .......... eb weaek ¢ ee kaw ee es 99 163 Kordite Company 
NN UO oe iui CK Gk e Wed deca eu ee wks 170 industrial Division ....... Cee aeVas hebeduws eka 51 
Cyanamid Company 
Laboratories Division KECK eektee e's waes 16 164 Lederle Laboratories Division 
Cyanamid Company American Cyanamid Company ...............-... 16 
PUNO TEE Sid oe bas ne cedecdvnes ae 188 165 Legge Company, inc., Walter G. ....... 026s eeeaeeee 8 
Cystoscope Makers, Inc. ..........-+2..2-- 15 166 Lehn and Fink Products Corporation ................. 38 
Hospital Association ..............0e2000- 194 
Hospital Supply Corp. ............05008- 34, 35 Sy SNUG oink ve cic dou wma pctenessees 33 
Institute of Laundering .................+.-. 191 168 McKesson and Robbins Inc. ...........6-.00.ee sees 36 
Laundry Machinery Industries .............. 12 169 Mead Johnson and Company ..............55-5000% 11 
EY IE oS Wis a we sh eebe tavesce 1 ME SI OE WOU i ce oe awe R isco cesbnrkbeeesceee 173 
PN Seok bg oyu ed 6 + hae bee Cee a es 137 Be es CE Os I a nc oc RE Ea e 0 emcn'h pb00'00 ceric 192 
SE Ni ee oS des Sea tk aa dane chbek » 25 372 Mercer Giese Works, tat. 26. c cc cc rccccccces 165 
Sy GSU ov sibs 6 oo WS s cece tate 29, 103 173 Metalab Equipment Company ...................-- 150 
, Company, Inc., “Gordon, Wc cas cae obs 123 174 Minneapolis-Honeywell 
PN COMPO 6 ce ECE Re eet ce everees 76, 77 
Aa pgs PAS Seb es Wea de e ess oa ee ae a 175 Minnesota Mining & Mfg. Co. ..........-...- 5, 6, 7, 
inson eee e reer seereeseese ’ 176 Monsante Chemical Company .............-.--ee0e% 
~~ Sons, Inc., Julius ....-....6eeeeeeeeee 182 177 Mueller and Co. ............ Pisin ds taeesoks Third octe 
Os bokU Eda eek as 0'Sed Aba Sas occ oe 95 
ND EM a Vag bbw b eae biden + os bees 32 178 National Marking Machine Company ................ 162 
a 1298 179 National Fund-Raising Services, Inc. .............-.. 182 
2 Ne tla aia ahd aha 193, Les 180 Ohio Chemical & Surgical Equipment Co. ............. 117 
MN Rite are Sa Sead eo ibs e bas 68 
erum Company ...-.----- esse eee eee ens 171 181 Paper Cup & Container institute, Inc., The ............ 174 
er ee ee ee 187 182 Parke, Davis & Company .............-..+-+- Fourth Cover 
jass Works Company .............+.++-+5 19 We I NEE iii nas cade ce becccccce bests ues 180 
PONY oe eee eee eee cece eee eeerencees 91 184 Photostat Corporation ..............220cceeecseeee 28 
DN oan ba ow aisle WEL Soe ove ebawees se. 101 185 Physicians Record Company ...............----e00- 114 
WEHOTIOS 0.0 ee eee tence cece eeeens 65 186 Pyramid Rubber Company .............-......-.-- 160 
WU ebb WSU wb Whe od bN ed Hs so bee oe vn® 26, 27 187 Rogers Associates inc., Zack ....... 2.0... ec ee eeeees 70 
pany, Edward, Division of TE a a hG es ches bc0nsctuvegsabys 37 
hnson and Company .........--.--.-++- WW Pe NG OO in inci w ce ccnccccecccniadecse 89 
or Company .......--- 2-6 e eee eres 48, 49 190 Rubber Latex Products, Inc. ........ 2.2.20. - ee eee 131 
- Son, Imc., J. A... -- 6 ee eee eee eee 55 Me ooo a bn ch vac ince ciaieeiered 171 
Motors «2... eee e seen cece rece eneneeees 73 192 Schueler and Company ........-.......-.-0-- 0005 190 
193 Scotsman, Queen Products Division 
coovaliyesss oni ke eae eee BS sd ne NN Ts. vids ou capa 139 
os Company, inc, 5. M. ............ ' 194 Shelby Salesbook Company ........................ 171 
“oie Company ... 0s secreseeeeeeerscees r4 195 Simmons Company ...... Sadat eek awks ise bode 156, 157 
oni Ahh aint etal ste 5° ath al ta aad ON Bs 5 aii 6d vo op cave cesces sus 4 
197 Snowden Pencer Corporation .................-.2-+-. 153 
i Oy Soka cake ese e ee eke Se bw aD te ee 180 198 Spring Al ¢ PR ce rab. Tae be 127 
ringer, Os fe ei a IS 119 FPF SPOTHOM SOTP. 22 eee cence eer cn rene eres renerssveee 
ESS I EOE ENS 141 200 Strom 
namics Division Sanne Dynamics Corporation ............ 169 
TE EINS Eee aa e 169 201 Superior Sleeprite Corporation .............-.25-+5- 127 
yp Industries, Inc., .......6.0.cceceeeees 129 202 Swartzbaugh Mfg. Company ...........-.---2eeee: 81 
0 RE AES BESO COED ERENT CREA 163 203 Toledo Scale Corporation ..............20.eeeeeeee 79 
fision of Simmons Company ....... . Second Cover 
NN ME GGL, ids cea eevee se akes 57, 58 eS SE er oG Sia ck sks oid bee ieeineaes ee 67 
SE MIU bo bbe 60% phe es ks ce kien eae 97 
OO ch pbte Wek SMES wa oa Os ve Co 166, 167 ee I ete eeu aa citeee 175 
Ri eaw kee beh ee whae ee whe 08<ee cba 111, 112 
iy c anis dws Ciao eee FN KED 6-00 Oe weeeD 14 206 Weck & Company, Edward ............-..50005000e 122 
DG CME ow Es chew bok W bin Kien 6 060 aS 190 ee A aes oy ok + eS Me ew emacs » oy eas 61 
Senne, Paka aia Ss RS es ka ve ee 93, 94 I IED, ck cc cccecideceurcectoteoccsews 186 
oa pone meee ed ha <6 40 abe ae ae ae eee — 
f Borg-Warner Corp. ...........- 000005. 133 211 Wilmot Castle Company ..................--.00.0. 125 
PICTURE CREDITS 
pp. 40, 41, 43 Arthur Leipzig Photo 
p- 46 lvedeke Studio Pp. 100 Robinson Studio 
ep. 539 Russell Melcher, Pix Inc. p. 105 Robert McCullough 
Pp. 66 Gene's Studie p. 110 Frazer Foto Service 
p- 69 Lower, Bill Gabbert p. 113 Swisher Studio 
p. 80 Upper, Commercial Kitchen 1, Inc. p. 116 Henry Ford Hospital 
Lower, Michae! Reese p. 118 
Pp. 96 Tewn-Country Photographers pp. 135, 140, 143 Robert McCullough 





HOSPITALS, J.A.H.A. 








wot 





oe 


dienieenvyenurcnataben \uveronttie 


to make the most of your talents and techniques... 


Shambaugh-Derlacki Operating Microscope 


Literally enlarging the field of aural surgery, this instrument is a most 
important success factor in surgical techniques. Now available with enclosed 
base; locked, non-sparking connections; explosion-proof footswitch. Write 
for special catalog on Stapes Mobilization, Tympanoplasty, Myringoplasty. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 5. HONORE STREET, CHICAGO 12, ILLINOIS * DALLas * Houston * Los ANGELES * Miami. FLA, * RocHESTER. MINN. 
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When the customary surgical techniques for capillary 
hemostasis fail, prompt cessation of oozing may usually 
q > A i) , = . 95 : : \ 
on be obtained with OX YCEL (oxidized cellulose. Parke-Davis). 
I This absorbable hemostatic conforms readily to all 
EB 
wound areas...assures a clear operating field... helps 
to shorten operative procedures, 
fvailable in forms for every need: OXNYCEL (oxidized cellulose, 
is arke-Davis). Pledgets (Cotton-type). 2'y in. x 1oin. x Loin.: Pads (Gauze- 
Bey type) (8-ply). 3 in. x 3 in. and 4 ins x 12 in.: Strips (Gauze-type) (4-ply). 
‘ : i Yin. x }2 in. 18 in. x 2 ins. 36 in. x 1. in... and 3 vd. x 2 in.: Foley cones Ae ake 
> Gauze-type) (4-ply). 5 in, and 7 in. diameters, Sterile as supplied. 
~ 
3 Indications: As an adjunct to effect hemostasis in bleeding associated with 
my al 
capillary oozing. Use: Strips temporar\ prac king of bleeding cavities, nasal t 
: passages. and tooth sockets: pads—temporary packing of surgical beds as 
5 BS after biopsies and to cover more or less extensive areas as in laparotomies: eas 
pledgets—in neurosurgery and in dental work for small localized bleeding 
\\ areas: Foley cones —in prostatectomy. 
\i ; \ , a 
Precaution: Excess amounts should be removed prior to surgical 
E « closure to avoid foreign-body reaction. Not to be used in sites of infection 
) or following silver, nitrate or other escharotic chemical agents. Contraindi- 
sf \ i : ; ; 
: cated in clean bene surgery when poor vascularization Is present and in 
2 instances where rapid callus formation is desired, Should be used sparingly 
‘as in open reduction of fractures and in cancellous bone. Will not withstand > 
=~ heat sterilization. Remove from container aseptically. 
: ny ee i 
. Pan 
‘ AH lAf { 
Ars MAN PARKE-DAVIS 
i } l { \\ j F PARKE. DAVIS 4 MPANY. Detroif 22. Michigan 
-orbable hemostati 
‘ 
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